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HIPAA Privacy Rules

The Health Insurance Portability and Accountability Act of 1996 (HIPAA — Public Law 104-
191) and the HIPAA Privacy Final Rule® provides protection for personal health information.
The regulations became effective April 14, 2003. First Health Services developed HIPAA
Privacy Policies and Procedures to ensure operations are in compliance with the legislative
mandated.

Protected health information (PHI) includes any health information whether verbal, written, or
electronic, that is created, received, or maintained by First Health Services Corporation. It is
health care data plus identifying information that allows someone using the data to tie the
medical information to a particular person. PHI relates to the past, present, and future physical
or mental health of any individual or recipient; the provision of health care to an individual; or
the past, present, or future payment for the provision of health care to an individual. Claims
data, prior authorization information, and attachments such as medical records and consent
forms are all PHI.

The Privacy Rule permits a covered entity to use and disclose PHI, within certain limits and
providing certain protections, for treatment, payment, and health care operations activities. It
also permits covered entities to disclose PHI without authorization for certain public health and
workers’ compensation purposes, and other specifically identified activities.

1 45 CFR Parts 160 and 164, Standards for Privacy of Individually Identifiable Health Information; Final Rule
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Preface

The Procedures Manual for the Virginia Medicaid Management Information System (VaMMIS)
is a product of First Health Services Corporation. Individual manuals comprise the series of
documents developed for the operational areas of the VaMMIS project. Each document includes
an introduction, a functional overview of the operations area, workflow diagrams illustrating the
processing required to accomplish each task, and descriptions of relevant inputs and outputs.
Where appropriate, decision tables, lists, equipment operating instructions, etc. are presented as
exhibits, which can be photocopied and posted at unit workstations. Relevant appendices
containing information too complex and/or lengthy to be presented within a document section
are included at the end of the document.

Use and Maintenance of this Manual

The procedures contained in this manual define day-to-day tasks and activities for the specified
operations area(s). These procedures are based on First Health’s basic MMIS Operating System
modified by the specific constraints and requirements of the Virginia MMIS operating
environment. They can be used for training as well as a source of reference for resolution of
daily problems and issues encountered.

The unit manager is responsible for maintaining the manual such that its contents are current
and useful at all times. A hardcopy of the manual is retained in the unit for reference and
documentation purposes. The manual is also available on-line for quick reference, and users are
encouraged to use the on-line manual. Both management and supervisory staff are responsible
for ensuring that all operating personnel adhere to the policies and procedures outlined in this
manual.

Manual Revisions

The unit manager and supervisory staff review the manual once each quarter. Review results are
recorded on the Manual Review and Update Log maintained in this section of the document.
Based on this review, the unit manager and supervisory staff determine what changes, if any, are
necessary. The unit manager makes revisions as applicable, and submits them to the Executive
Account Manager for review and approval. All changes must be approved by the Executive
Account Manager prior to insertion in the manual. When the changes have been approved, the
changes are incorporated into the on-line manual. Revised material will be noted as such to the
left of the affected section of the documentation, and the effective date of the change will appear
directly below. A hardcopy of the revised pages are inserted into the unit manual, and copies of
the revised pages are forwarded to all personnel listed on the Manual Distribution List
maintained in this section of the manual.
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Flowchart Standards

The workflow diagrams included in this document were generated through the flowcharting
software product Visio Professional. Descriptions of the basic flowcharting symbols used in the

VaMMIS documentation are presented below.

Large Processing
Function

Create a Request

Information entered
or displayed on-line.

Input or Output Tape

Single Output;
e.g., letter, report,
form, etc.

Manual Process.
No automated processes are
used; e.g., clerical function.

|

Data maintained in a
master datastore.

=

Data stored on
diskette media.

Multiple Outputs;
e.g., letters, reports

)

External Entity.
Source of entry or
exit from a process.

Data Preparation
Processing; e.g., mailroom,
computer operations, etc.

Decision

On-line Storage; e.g.,
CD-ROM, microform,
imaged data, etc.

—_—_

Communication Link

O

Off-page Connector
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1.0 Overview of the Virginia Medical Assistance
Program

The Commonwealth of Virginia State Plan under Title X1X of the Social Security Act sets forth
the Commonwealth’s plan for managing the Virginia Medical Assistance Program (VMAP). It
defines and describes the provisions for: administration of Medical Assistance services; covered
groups and agencies responsible for eligibility determination; conditions of and requirements for
eligibility; the amount, duration, and scope of services; the standards established and methods
used for utilization control, the methods and standards for establishing payments, procedures for
eligibility appeals; and waivered services.

1.1  Standard Abbreviations for Subsystem Components

For brevity, subsystem components will use these abbreviations as part of their nomenclature.

Abbreviation Subsystem

AM Automated Mailing

AS Assessment (Financial Subsystem)

CP Claims Processing

DA Drug Application

EP EPSDT (Early Periodic Screening, Diagnosis, and Treatment)
FN Financial Subsystem

MC Managed Care (Financial Subsystem)

MR MARs (Management and Reporting)

POS Point of Sale (Drug Application)

PS Provider

RF Reference

RS Recipient

SuU SURS (Surveillance Utilization and Review)
TP TPL (Financial Subsystem)
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1.2 Covered Services

The Virginia Medical Assistance Program covers all services required by Federal legislation and
provides certain optional benefits, as well. Services are offered to Medicaid Categorically
Needy and Medically Needy clients. In addition, certain services are provided to eligibles of the
State and Local Hospitalization (SLH) program and the Indigent Health Care (IHC) Trust Fund.
SLH, Temporary Detention Orders (TDO), and IHC are State and locally funded programs with
no Federal matching funds. SLH is a program for persons who are poor, but not eligible for
Medicaid in Virginia, which is funded by the Commonwealth and local counties.

Services and supplies that are reimbursable under Medicaid include, but are not limited to:

* Inpatient acute hospital

e Outpatient hospital

* Inpatient mental health

*  Nursing facility

»  Skilled nursing facility (SNF) for patients under 21 years of age
* Intermediate care facilities for the mentally retarded (ICF-MR)

* Hospice
e Physician
e Pharmacy

e Laboratory and X-ray

e Clinic

e Community mental health

e  Dental

* Podiatry

*  Nurse practitioner

*  Nurse midwife

e Optometry

*  Home health

e Durable medical equipment (DME)
*  Medical supplies

e  Medical transportation

*  Ambulatory surgical center.
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Many of the services provided by DMAS require a co-payment to be paid by the recipient. This
payment differs by type of service being billed, according to the State Plan. Payment made to
providers is the net of this amount.

General exclusions from the Medicaid Program benefits include all services, which are
experimental in nature, cosmetic procedures, acupuncture, autopsy examination, and missed
appointments. In addition, there are benefit limitations for specific service categories that must
be enforced during payment request processing.
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1.3  Waivers and Special Programs

In addition to the standard Medicaid benefit package, the Commonwealth has several Federal
waivers in effect which provide additional services not ordinarily covered by Medicaid, as well
as special programs for pregnant women and poor children. The programs include:

e Elderly and Disabled is a Home and Community Based Care (HCBC) waiver program
covering individuals who meet the nursing facility level-of-care criteria and who are at risk
for institutionalization. In order to forestall institutional placement, coverage is provided for:

O  Personal Care (implemented 1982)
O  Adult Day Health Care (implemented 1989)
O  Respite Care (implemented 1989)

* Technology Assisted Waiver for Ventilator Dependent Children isa HCBC waiver
implemented in 1988 to provide in-home care for persons under 21, who are dependent upon
technological support and need substantial ongoing nursing care, and would otherwise
require hospitalization. The program has since been expanded to provide services to
individuals over age 21.

* Mental Retardation Waiver includes two HCBC waivers that were implemented in 1991
for the provision of home and community based care to mentally retarded clients. They
include an OBRA waiver for persons coming from a nursing facility who would otherwise
be placed in an ICF/MR, and a community waiver for persons coming from an ICF/MR or
community. The Department of Mental Health, Mental Retardation and Substance Abuse
Services (DMHMRSAS) updates the eligibility file for Mental Retardation Waivers.

* AIDS/HIV Waiver is a HCBC waiver implemented in 1991 that provides for home and
community based care to individuals with AIDS, or who are HIV positive, and at risk for
institutionalization.

e Assisted Living Services include two levels of payment, regular and intensive. Regular
assisted living payments (per day per eligible recipient) are made from state funds. Intensive
assisted living payments (per day per eligible recipient) are covered under an HCBC waiver
and are made from a combination of state and federal funds.

e Adult Care Resident Annual Reassessment and Targeted Case Management provides
for re-authorization and/or follow-up for individuals residing in assisted living facilities. The
program includes a short assessment process for individuals who are assessed at the
residential level, and a full assessment for individuals who are assessed at the regular or
intensive assisted living level. The targeted case management is provided to individuals who
need assistance with the coordination of services at a level which exceeds that provided by
the facility staff.
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* PACE/Pre-PACE Programs provide coordination and continuity of preventive health
services and other medical care, including acute care, long term care and emergency care
under a capitated rate.

* Consumer-Directed Personal Attendant Services is a HCBC waiver that serves
individuals who are in need of a cost-effective alternative to nursing facility placement and
who have the cognitive ability to manage their own care and caregiver.

* MEDALLION Managed Care Waiver is a primary care physician case management
program. Each recipient is assigned a primary care physician who is responsible for
managing all patient care, provides primary care, and makes referrals. The primary care
physician receives fees for the services provided plus a monthly case management fee per
patient.

* MEDALLION Il Managed Care Waiver is a fully capitated, mandatory managed care
program operating in various regions of the State. Recipients choose among participating
HMOs, which provide all medical care, with a few exceptions.

* Options is an alternative to MEDALLION where services are provided through network
providers, and the participating HMOs receive a monthly rate based on estimated Medicaid
expenditures.

* Client Medical Management (CMM) is the recipient "lock-in" program for recipients who
have been identified as over utilizing services or otherwise abusing the Program. These
recipients may be restricted to specific physicians and pharmacies. A provider who is not the
designated physician or pharmacy can be reimbursed for services only in case of an
emergency, written referral from the designated physician, or other services not included
with CMM restrictions. The need for continued monitoring is reviewed every eighteen (18)
months.

The services not applicable to CMM are renal dialysis, routine vision care, Baby Care,
waivers, mental health services, and prosthetics.

* Baby Care Program provides case management, prenatal group patient education, nutrition
counseling services, and homemaker services for pregnant women, and care coordination for
high risk pregnant women and infants up to age two.
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1.4  Eligibility

Medicaid services are to be provided by eligible providers to eligible recipients. Eligible
recipients are those who have applied for and have been determined to meet the income and
other requirements for the Department of Medical Assistance Services (DMAS) services under
Medicaid. Virginia also allows certain Social Security Income (SSI) recipients to “spend down
their income to Medicaid eligibility levels by making periodic payments to providers.

Virginia is a Section 209(b) state, meaning that the DMAS administers Medicaid eligibility for
SSI eligibles and State supplement recipients locally through the Department of Social Services
(DSS). DSS administers eligibility determination at its local offices and is responsible for
determining Medicaid eligibility of Temporary Assistance to Needy Families with Children
(TANF), Low-Income Families with Children (LIFC), and the aged. DSS also determines
financial eligibility of blind and disabled applicants. In addition, the Department of Mental
Health, Mental Retardation and Substance Abuse Services (DMHMRSAS) administers recipient
eligibility for Mental Retardation Waivers. The Department of Visually Handicapped (DVH)
and the Department of Rehabilitative Services (DRS) are responsible for determining the degree
of blindness of an applicant and the determination of medical necessity, respectively.

Three categories of individuals are eligible for services under the VMAP: Mandatory
Categorically Needy, Optionally Categorically Needy, and Optionally Medically Needy. In
addition, DMAS operates two other indigent healthcare financing programs, the State and Local
Hospitalization (SLH) and the Indigent Health Care (IHC) Trust Fund.
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1.5 Eligible Providers and Reimbursement

Qualified providers enroll with the VMAP by executing a participation agreement with the
DMAS prior to billing for any services provided to Medicaid eligibles. Providers must adhere to
the conditions of participation outlined in the individual provider agreement. To be reimbursed
for services, providers must be approved by the Commonwealth and be carried on the Provider
Master File in the MMIS.

DMAS employs a variety of reimbursement methodologies for payment of provider services.
Inpatient hospital and long-term care facilities are reimbursed on a per diem prospective rate,
which goes into effect up to 180 days after the beginning of the rate period to allow for
retroactive payment adjustments. Settlement is based on a blend of the per diem rate and the
APG/DRG Grouper reimbursement methodology. Other providers are reimbursed on a fee-for-
service (FFS) basis according to a Geographic Fee File maximum amount allowed. In the FFS
methodology, payment is the allowed amount, or the charge, whichever is less; payment is
adjusted by co-payment, as well as by any third-party payment. Medicare co-insurance and
deductibles received in the crossover system are reduced to the Medicaid allowance when the
Medicare payment and the Medicaid co-insurance amount would exceed the Medicaid-allowed
amount. In addition to these payment methodologies, the MEDALLION managed care program
uses case management fees as well as FSS. MEDALLION Il is fully capitated and uses a per
member, per month, payment methodology. Health maintenance organizations (HMOs)
participating in the Options program are paid a monthly rate based on estimated Medicaid
expenditures. Monthly fees are also paid for Client Medical Management (CMM).
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2.0 Input Control

The diagrams on the following pages present a graphic depiction of the Input Control processes.
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Input
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Forms, etc.
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Recipient
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Eligibility
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Sort

Claim Type
w/attachments
w/o attachments

Nonclaim Forms

Assessments

Scannable

Nonscannable

Assessment TADs

Close Eligibility
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Changed

Y
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Returned Letters &

Claims
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Provider

i

Screen Yes Document
4 Scanning
Claim Forms
Signature
Provider ID

Returned Plastic
Cards

Key request for
new card

> Destroy
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3.0 Receiving

Each business day, the courier picks up mail from the post office and delivers it to the Data
Preparation area for processing. The mail is sorted by Post Office Box number. Mail addressed
to a particular unit or individual, or marked Personal or Confidential is not opened, but
distributed as indicated. All certified mail is logged in the Certified Mail notebook.

Additionally, the courier is required to make pickups at State offices. These pickups will be
made at agreed-upon times and at designated locations.

3.1 Incoming Mail

Payment requests, Claim Attachment Form (DMAS-3), ID Cards, Checks, Assessements, and
associated documents are received in the Data Preparation area by 6:30 a.m. each day. The
courier also performs scheduled mail pickups from state offices throughout the day, which
include claims that require special handling, such as TDOs, Maternity and Infant Risk
Screenings. All ceritified mail is logged in the “Ceritified Mail” notebook.

Procedure

Mail is picked up from the following Post Office Box numbers on a daily basis and delivered to
Data Preparation area.

Invoice Type P.O. Box Numbers

Dental 27431
UB-92 27443
HCFA 27444
Pharmacy 27445
Assessments/TADs 85083
Title 18 27441
Return Mail 27446
Administrative (ID cards, checks, and EOMBS) 26228

3.2 Receiving Special Batches

Any work received from the Department of Medical Assistance (DMAS) that requires special
attention is manually processed through the imaging system.

Procedure

1. Pull claims from interoffice envelopes.

Confidential and Proprietary Page 18



Input Control — VAMMIS Procedure Manual

2. Sort/screen by invoice type.

3. Place in blue folder.

3.3  Receiving Special Indicator Batches

Claims received from the Department of Medical Assistance (DMAS) that require a special
identifier to allow a pended claim to pend to Location 217 for additional review.
Procedure

1. Pull claims from interoffice envelopes and ensure the control sheet indicates Special
Batch.

2. Sort/screen by invoice type.

3. Place in yellow folder.

3.4  Claims Containing Keying Errors

On a daily basis, the Claims Resolution Unit will identify claims which contain keying errors.
These claims will be denied with an Error Code of 0098 and appear on the Error Report.

Procedure

1. Tape over the printed ICN and submit the claims to be re-scanned.
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4.0 Sorting and Screening

The Data Preparation Clerks are responsible for sorting payment requests, assessments, 1D
cards, checks and other mail into pre-defined groups for screening.

4.1  Sorting

All payment requests are sorted by invoice type which makes the prepping of the claims easier.
HCFA-1500, CMS-1500, UB-04 and UB-92 requests are also sorted into groups (handwritten or
machine-typed).

Assessments are distributed to the LTC (Long-Term Care) Unit for sorting.

Procedure

1. Sort all payment requests (Appendix - A) into singles and singles with attachments by
invoice type:

% Dental ADA
Pharmacy

X3

*

X/
°e

Compound Pharmacy

Title 18

UB-92

» HCFA

CMS-1500

UB-04

% Title 18 Adjustments and Voids

>

7
*

X/
°e

R/

*

X/
°e

X3

*

2. Sort HCFA and CMS-1500 payment requests into the following categories:

X/
°e

Handwritten singles

7
L X4

Handwritten singles with attachments

X/
°e

Typed singles

7
L X4

Typed singles with attachments.

3. Sort UB-92 and UB-04 Payment Requests into the following categories:

X4

Handwritten singles

L)

X/
°e

Handwritten attachments

RS

% Typed singles

X/
°e

Typed attachments
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% Handwritten multi-page documents
+« Typed multi-page documents

¢ Handwritten Crossover singles

¢+ Handwritten Crossover attachments
% Handwritten Crossover multi-pages
« Typed Crossover singles

% Typed Crossover attachments

« Typed Crossover multi-page

4.2  Screening

Screening is performed on all Payment Requests and Assessments to identify those that cannot
be processed. All payment requests are screened for the following:

* Valid claim form

*  Provider/NPI of 7,9 or 10 digits

*  Original provider signature or SOF (Signature on File) stamp

e Legibility

Payment requests that meet the above criteria are then checked for staples, paper clips, or other
damage. If documents have attachments and/or correspondence, patch sheets are inserted.

Payment requests not meeting the screening criteria are identified as “Return-to-Provider”. Prior
to returning these documents, a letter is attached to each to indicate the reason(s) for return.

All ADA Dental, UB-92, HCFA, CMS-1500, Title 18’s, Title 18’s Adjustment/VVoid and UB-04
payment requests require special handling.

Procedures

Payment Requests
1. All payment requests must be on a valid claim form. Check to ensure:

+«+ No carbon or yellow copies are included

% Form is not obsolete

+ OlId ICNs are covered. If old ICN is not covered, tape over the old number
% Coded information is not too light

¢+ Coded information is not too small
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% Verify that claim margins (top, bottom, right, and left) are not off. (If not sure,

see supervisor)

2. Check to ensure that all payment requests are legible with black or dark blue ink only.

3. Check to ensure that all payment requests have a provider signature or SOF (Signature on

File) indicated.

4. Check to ensure that billing information such as dates, procedure codes and charges fields

are completed.
5. Remove staples and paper clips.

6. Repair torn documents.

7. If a payment request does not meet the criteria listed in Steps 1-4, the claim should be
pulled and returned to the provider. No additional processing is required. Claims with no

return address should be shredded.

8. Insert patch sheets in all payment requests with attachment(s) as follows:

s Remove staples or paper clips

K/

its attachment.

+«+ Place the patch sheet with the striped edge at the top in front of the invoice and

Payment Request... Do this

Has correspondence attached behind the invoice

Process as received

Has correspondence stapled on top.

Process as an original claim by putting the
payment request on top of the correspondence.

Is multiple payment requests with no attachments

Process as individual types.

Is multiple payment requests with attachments

Process claims separately and leave the
attachments with the last claim.

Is an HCFA payment request with written
comments in Section 24

Return to the provider if comments interfere with
the processing of the data to be keyed.

Is a UB-92 with stamps, labels or descriptive
information in the keying sections

Return to the provider if comments interfere with
the processing of the data to be keyed

Is a color copy

Do not process

Is a zerox or faxed copy

Make sure they are an exact copy of the original —
meaning all margins line up properly to an
original form. If exact, process as an original
payment.

Has continuing payment requests

Separate and process individually. Excludes UB
multi-page claims.

Confidential and Proprietary
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Payment Request...

Has different types stapled together Separate and process individually. Excludes UB
multi-page claims.

Special Handling

ADA Dental
ADA 1994 Dental Forms

1. Verify the following valid transmission codes:
— 180 = Dental Pre Authorization
— 181 = Dental ADA 1994
— 182 = Dental Adjustment
— 184 = Dental Voids
2. Check each Dental invoice for Block 29 marked x Radiographs (X-
rays). Follow the procedures in Applies to ALL below.
ADA 1999 (Version 2000) Dental Forms
1. Verify Block 44 (Provider ID) is correct.
2. Verify Block 62 has the Provider’s signature.
3. Check the Dental invoice to see if Block 53 (Radiographs) is
checked. Follow the procedures in Applies to ALL below.
ADA 2002 Dental Forms
1. Verify Block 54 (Provider ID) is correct.
2. Verify Block 53 has the Provider’s signature.
3. Check the Dental invoice to see if Block 39 (Radiographs) is
checked. Follow the procedures in Applies to ALL below.

Applies to ALL If X-rays are enclosed:

=  Detach X-ray from invoice and place in a dental envelope.
= Write recipient’s name on envelope and place invoice on top of
envelope.

Applies to ALL If NO X-rays are enclosed:

=  Fill out a Dental No X-Ray form.
= Attach to payment request after scanning.

Note:

The 1994 ADA Dental form can have up to 15 lines.

The 1999 (Version 2000) ADA Dental form can have up to 8 lines.
The 2002 ADA Dental form can have up to 10 lines.
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Special Handling

UB-92s 1. The Type of Bill (Block 4) must be coded on UB-92s. If it is not
coded, pull the request and place it in the Miscellaneous tray marked
Invalid Type of Bill.

2. When screening UB-92 payment requests, check Block 11 for the
word Crossover. If coded, separate and process as a UB-92
Crossover claim.

3. Multi-Pages: may consist of five continuous pages; total line (001)
charges on the last page.

Title 18 1. Confirm that a number is present in either Block 1 (Billing Provider)
or Block 6 (Rendering Provider Number)

2. 2. If both blocks are empty, return to Provider.

Title 1. Confirm that a number is present in either Block 2 (Billing Provider
18”sAdjustment/Void Number) or Block 6 (Rendering Provider Number).

2. If both blocks are empty, return to Provider.

CMS-1500 1. Confirm that one of the block numbers below are coded as outlined.

2. 33A—Is coded with a numeric value.

3. 33B - Is coded with a numeric or numeric/alpha value that is
preceded with a qualifier of 1D or ZZ. Qualifier must be present.

4. 24) - Shaded area is coded with a numeric or numeric/alpha value
along with a qualifier of 1D or ZZ coded in Block 24i. Qualifier
must be present.

5. 24)— White area is coded with a numeric value.

UB-04 1. When screening UB-04 payment requests, check Block 30 for the
word Crossover. If coded, separate and process as a UB-04
Crossover claim.

2. Confirm that a numeric value is coded in Block 56 or Block 57.

3. If both of the above blocks are empty, return to the provider.

4. UB-04 claims do not require a signature.

Title 18 Adjustments and Voids Returned from the Claims Department

1. The Data Prep clerk will pull the Adjustments and Voids from the tray marked Returned
Adjustments and Voids.
2. Check for the following on the Adjustment and Void payment request:

Look at... Must have... If not, do this...
Adjustment and Void Blocks One or the other MUST be Return immediately to the Claims
checked. Department.
Block A, B,and C Must be coded. If not coded, return the payment

request to the Claims Department.

Signature block

Legible signature Pull the payment request and
place in the Miscellaneous tray.

Confidential and Proprietary
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Special Handling

Billing Provider Number Block  |One or the other must be coded. |Pull the payment request and
(2) and Rendering Provider place in the MISCELLANEOUS
Number Block (6) tray.

3. Putablue cardboard divider between the attachments and the singles and place on the sorting
rack. (Attachments on top and singles on bottom.)

Payment Requests Received from DMAS

The courier will deliver mail from DMAS to the Data Prep unit by 11:00 AM and 3:00 PM. Mail that
comes after 2:00 PM will be added in the next Julian Day’s work.

1. Pull payment requests from interoffice envelope.

2. Sort into groups by payment request types.

3. Follow general and special procedures for sorting and screening of each payment request type.

4. Place only the stamped (DMAS Stamp) payment requests in a blue folder. These payment
requests must be processed daily.

5. If any stamped payment requests cannot be processed (with the exception of those with no
provider ID), send it back to the person whose name is on the stamp.

6. If a stamped payment request has no name on it, return the payment request to the Customer
Service Unit at DMAS.

7. Payment request with no provider ID can be placed in the appropriate Miscellaneous tray. If
there is no return address, place the payment request in the bin to be shredded.

8. Payment requests with like claim attachments that has TDO stamped on them should be boldly
coded across the top of the claim beginning at the top left with the word

Special Handling of TDO/ECO From DMAS
TDO/ECO claims will only come from DMAS. Single or multiple claims may be attached to a cover
sheet that identifies the processing code to be applied in the appropriate box on the claim types below.

UB-04 claims will not require coding but must be separated and scanned by the cover sheet identifier of
TDO or ECO. Key Operators will Code the different payment requests as follows.

Title 18 Code a T or E in the open space above Block 13 and 14.

Title 18 Code a T or E in the space next to Block 24
Adjustment/Voids

UB-92 and UB-92 Code a T or E in Block 31.
Crossovers

UB-04 Forms require no coding. Separate by coversheet identifier of TDO or ECO
and scan under the proper scanner job name.
UB-04 Crossover Code a T or E in Block 37

CMS-1500 Codea T or EinBlock 9

After claims are coded they are placed in color coded folders for the appropriate processing.
1. Maroon folder = TDO
2. Pink folder = ECO
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Special Handling

A Special TDO/ECO Tracking Log is used by the scanner operator to list (identify) the
batches as they are scanned.

TDO/ECO batches will be identified on the Daily Control Log as follows:

UB-04 (T)’s Batch name is UTN for singles and Job name is UB04 TDO. Batch
name is UTA for attachments and Job name is UB04 TDO-PLUS.
(E)’s Batch name is UEN for singles and Job name is UB04 ECO. Batch
name is UEA for attachments and Job name is UB04 ECO-PLUS. AT or E
will be manually coded on the batch control log.
CMS-1500 TDO or ECO batch name is HTA for attachments
Job name is CMS1500 TDO-PLUS. Batch name is HTN for singles and Job
name is CMS1500 TDO. A T or E will be manually coded on the batch
control log.
Title 18s TDO or ECO batch name is TTA for attachments
Job name is T18 TDO-PLUS.
Batch name is TTN for singles and Job name is T18 TDO. A T or E will be
manually coded on the batch control log.
Titlel8 Adj/ Void  [TDO or ECO batch name is VTA for attachments
Job name is T18VA TDO-PLUS.
Batch name is VTN for singles and Job name is TI8VA TDO. A T or E will
be manually coded on the batch control log.
UB-92 TDO or ECO batch is UBA for Attachments and Job name is UB92

K-PLUS. Batch name is UBN for singles and Job name is UB92 K.
A T or E will be manually coded on the batch control log.

UB-92 Crossover

TDO or ECO batch is UXA for attachments and Job name is UX92
K-PLUS. Batch name is UXN for singles and Job name is UX92 K.
A T or E will be manually coded on the batch control log.

Before the TDO and ECO batches are released for processing, the batches and the tracking log are
forwarded to the Imaging Tech for special processing.

TDO and ECO Special Processing by Imaging Tech

operators.

1. The Imaging Tech will follow the batches thru the job flow process and place them on hold in
the appropriate folder.

2. The batches listed on the log will be given a priority range of 900 to ensure the batches stand
out when checking the ques.

3. The Data Entry Supervisor will be notified the batches are waiting for distribution to key

4. A copy of the TDO and ECO log is forwarded to the Data Prep Supervisor to manually identify
TDO and ECO batches on the Daily Batch Control Log by coding a T or E by the appropriate

Confidential and Proprietary

Page 26



Input Control — VAMMIS Procedure Manual

Special Handling
batches.

4.3 Miscellaneous Invoices

All payment request envelopes sometimes will include a mixture of miscellaneous invoices and
documents. They will also consist of nonprocessable payment requests. At the end of the day the
miscellaneous correspondence is delivered to the Claims Resolution Unit for distrubition to
providers and DMAS.

Procedure
1. Each day, remove the invoices and documents and place in the trays marked:

+« Request for Supplies

+ No Signature

«+ No provider/pin number

+ Insurance and Blue Cross Claims

+«» State Box — non-processable invoices, letters, inquiries, too many line items, mail
marked Personal, and mail addressed to DMAS

% Missing Type of Bill and ADA transmission codes
«  First Health Services Letterhead

L)

«+ Old Invoices

+« lllegible (data too light, font size too small, margins off, text written in red)
Adjustments and Voids

4.4  Assessment Batching

After the Imaging process, all assessments are batched into pre-defined groups with different
batch counts.

Procedure

1. Batch Assessment forms as follows:

Form Quantity Per Batch

ACRR 20
Maternity Risk Screen 15
Infant Risk Screen 15
Assessment 25
AIDS Wavier 15
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45  X-Image Processing

An X-image is any document other than a Payment Request that is to be stored on [}

Procedure
1. Sort documents into two groups to prepare for scanning:

% Group 1 is for single documents.
< Group 2 is for attachment documents

2. Route these documents to be scanned.
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5.0 Quality Control

Quality Control is performed on a daily basis to ensure documents are available for retrieval

using the || system.

5.1 Viewing Images

On a daily basis, images are viewed to ensure they are of good quality prior to being stored for
retrieval at a later time. Problem images are logged, pulled, and either re-imaged or returned to
the providers.

Procedure

1. Pull the previous days Batch Control Log report (Appendix C) and select all batch
names for which Quality Control is to be performed. Always view the beginning, middle
and ending DCN of a batch. All batches are viewed for the following:

Presentation of Images

+« Verify the correct number was keyed for that image.
% If the number is correct, log the missing image number on the Document Not
Found Log (Appendix B).

+ Verify the DCN before and after the missing DCN.
Clear Images

% Ensure all images (invoice and attachments) are legible.

+ Log the DCN of images which are not readable on the Document Not Readable
Log (Appendix B).

Images Match the DCN

o,

% Verify to ensure the image matches the DCN that was keyed.

R/

« If it does not match, log the number on the “Same ICN Numbers But Different
Document Log” (Appendix - B).

2. Once the Quality Control process is complete for the day’s daily log, forward the
problem logs to the Claims Resolution Unit to have problem claims pulled. The Data
Preparation Supervisor views the problem claims to determine if they should be re-
scanned or returned to the provider.
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5.2 Research Returned Documents

On a daily basis, documents are returned to Data Prep for research due to processing problems.
The group will research the document to ascertain the reason for the problem and rectify, if
possible, the document's problem. Returned documents fall into three broad categories. Each has
a log that lists each document that needs research.

e Documents pulled from batches.

e Documents pulled from processing during QC.
«  Documents listed on the ||} lllll document control report.

Procedures

These documents are returned along with an accompanying log sheet. Documents needing
research will have these types of faults:

e Selected wrong job type

* Bad image (image too light or unreadable)
e Old (outdated) form

* No check block (for adjustments)

e Too many lines

* Data out of alignment

* No data on form

e  Only attachment pages showing

*  Margins off

Each document will have its Job Name and the Image control number listed on the log sheet.
Rectify the documents by following these steps:

1. Check the Job Name and Image control number on the log sheet to make sure it matches
the document that has been returned.

2. Check the log and the documents to see, if the problem listed on the log is present on the
document.

3. If the problem noted on the log matches the fault of the document, highlight the area at
fault on the document and create a Note of Action note.

4. Write the Note of Action in the log.

The Note of Action will direct the further processing of the document. A Note of Action
will request one of these actions (based on the restrictions listed below):
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«» Return the document to the Provider

X4

% Reprocess the document “as is’

Re-scan the document

+« Return the document to the Claims Department

Return to Provider Note of Action

Documents are to be Returned to Provider when:

% The document is too light to read (you must also go to |||l to 1ook and
make sure the image is not readable.)

X/
°

X3

*

X/
°

The document has too many lines.

The document is an out-of-date form type.

The document fields are too far off to key.

+« The document margins are off or incorrect.

Re-Scan Note of Action

Prepare and write a Re-scan Note of Action, if only the Attachment and not the

document itself got scanned.

Reprocess Note of Action

Prepare and write a Reprocess Note of Action for any documents that were scanned
crookedly or not read properly during the Scanning process.

Return to Claims

Prepare and write a Return to Claims Note of Action to any document that does not have
the Adjustment block or the Void clearly checked.

Document Pulled from the QC Process

If the document is listed as Not Found, do the following:

1. Check the | system again to make sure the documents are not there.

If
The document is there

Then
Finish the process

The document is not there

Continue with Steps 2 through 10

2. Log on to the MMIS.

3. Choose the Invoice Processing icon.

4. Choose CHIRP Request.
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5.3

Choose Enter.
You see CP-S-008-01

Choose the Inquiry radio button, then the Both radio button in the next panel, then the
Both radio button again.

Key in the ICN number and line number from the document into the ICN field.
Note: You must enter the ICN as follows:

Add 20 before the first two digits of the ICN. Add the line number at the end of the
string.

Example: 2004128100451601 (the original ICN was 041281004516).

Look at the bottom of the screen. If the message says, ICN Entered is not on database,
the document has to be re-processed.

Perform Monthly Quality Control

Part of the First Health quality control process is to do a monthly check of the images as they
are loaded into ||l This is a three-day process.

Procedure

1.

2
3
4
5.
6
7
8

Pull three invoices from the batch after they are scanned.
Log the invoices’ ICNs into the QC Process Log.
Log the ICNs batches into the QC Process Log.

. Wait until the next business day.

Check the Export Log from data entry to verify that the batches have been exported

. Wait until the next business day.

If the ICNs are on the Export Log, check [ ]l to see if the ICNs are there.

It the invoices do not complete this cycle, note the discrepancy in the QC Process Log.

Note: For LTCs, give the ICN number to the Data Entry Supervisor.
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6.0 Distributing

All received mail that does not require scanning or further processing by the Data Prep area is
distributed appropriately.

6.1 Provider Returned Checks

Data Preparation Clerks receive checks which are returned for invalid addresses or money owed
to the Department of Medical Assistance Services (DMAS). These checks are logged and
delivered to the Finance Unit.

Note: Checks that are not logged by 10:00 AM should be given to the Data Preparation Lead
Operator for logging the next day.
Procedure
1. Divide returned checks into two categories:

% First Health Checks (Category 1)
+«+ Personal Checks (Category 1l1)

2. Prepare a Category Check Log (Appendix B) for each category.
3. Fill in the following items on the Category Check Log:

Enter this information/Comment

Date On the right at the top of the Category Check Log.
Check Number

Check Amount

Clerk’s Initials Use the initials you use for all official notations.

4. Deliver both categories of checks and log sheets to the Finance Unit.

6.2 Assessments

Assessments are distributed to the proper unit after they have been scanned and batched. A copy
of the Control Log, which includes batch names and totals, is forwarded to the LTC Unit.

Procedure

At the end of the day, all Assessments (Appendix A) and the Control Log (Appendix B) are
routed to the LTC Unit for processing.
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7.0 Inventory Control Balancing

Control balancing is performed daily. Totals are generated from the Imaging System and any
discrepancies are researched and corrected.

7.1 Payment Requests

On a daily basis, all payment requests are balanced after each daily cycle. Control totals are
generated from the Imaging system and other reports. All discrepancies are researched and
corrected prior to the next daily cycle.

Procedure

1. Generate the Daily Log Report (Appendix C) which consists of all batches that were
scanned for a particular Julian Date.

2. Subtract all missing numbers that are listed on the missing number log from the
appropriate batch. Then, adjust the subtotals.

3. On the last sheet of the Daily Batch Control Log, enter the missing numbers and subtract
this total from the scanner Total amount.
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8.0 ID Card Processing

On a daily basis, all Recipient ID cards marked as Undeliverable by the Post Office or returned
by the enrollees are delivered to the Data Preparation area. These returned cards are opened and
researched. Cards are then either remailed, re-issued if damaged, or eligibility is canceled and
the card is destroyed.

8.1  Cancel Eligibility

After researching the returned ID card, there may be reason to cancel the eligibility. When a
card has to be cancelled, perform the following steps.

Procedure
Logon to MMIS and follow the procedures beginning on the next page.

1. On the Main System Menu, select the Recipient icon.

I RF-S-010 Main System Menu

Y500 | RFTO10 VIRGINIA MEDICAID DB 4/2007  11:33
MAIN SYSTEM MENU

y Haie o Management
Recipient Financial . : & Assessments
= = Admin

Provider Prior
3 Authorization

Automated
Mailing

i = Surveillance %
Invoice r & L! = TPL

Processing - - Lhilization “..
2 Review J

. Maintenance

2. On the Recipient Subsystem Menu, select Enroliment. Choose Enter.
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[ RS-5-000 Recipient Subsystem Menu

(+]
L
()
(]
(]
(]
()
(]

3. Onthe Enrollment Menu, select Enrollee, select Inquiry, and then enter the Enrollee
ID. Choose the Eligibility navigation button.
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M RS-5-001 Enroliment Menu X

VED RETOOSYA VIRGINIA MEDICAID D2i19/2007 1352
VA DMAS ENROLLMENT MENU
Select Enrallment Type: Select Function:
 Add
" Case [ Change
#nguiy €¢—————
L * Enrollee ? EEL&S‘:?‘E
™ oid
™ Case and Entollee I~ CID Reguest
el Function Cnly ; E)egaertdltll{g;ﬂst Reigsue Reason, |_
Case D | |
Enrollee |x [o0o [oooooo [ooo
SaN: [ I —
VACISIAdapt 1D [
Last Narme: | Sffix; =5
First Name: [ ] Middle Initial: [_
Date of Birth: | il Sex: |
Telephone Mumber: I:l:l—
Mew TOO Enrollee? [ ¥as o

ENTER SELECTIONﬁD FUNCTION.

ographics

TPL Summary ID Cross Referenc

Override

4. Check eligibility status. If the Cancel Date is blank and Cancel Reason is 000, choose
the Demographics navigation button.

VEIS  RETOIEVA VIRGINIA MEDICAID DEAGIIO0E  DEAT

ELIGIBILITY DATA INQUIRY

Ennollea ID
M

Cosn D
CRworkor

el
Ed Catogory

Application
Dato

Hinggin
Dt

il
itin

Cancel
[0

Cancsl
Riashe

Extenmbinn
Frasion

Reinstato
Roason  Stalus

r gl i3 o1 %09 as 1% 199w B9 01 1¥a g 1] [#1#]2] (1]
r Bt | 1 |y 12 01 1'"s oy Ll R 05 1% 1989 117 HFls) [
- n2s e ol 1974 0% bl e i1 36 | a6 11 30 (9ne (] aan f

fialin

TOTAL MDD CATEGORIES = DI (A: D0, ©1 B0, v Do),
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5. Check the address on the screen against the address on the card letter. If they are
different, re-mail the card to the new address. If they are the same, go to Step 6.

| AS-5-0T8 Enrolles Demographecs

\WE18  RETOIOVA VIRGINIA MEDICAID BANQ200  09:54
EMROLLEE DEMOGRAPHICS - INQUIRY

Enraollaz ID: Adapt 10: Aid Catagans 0Ll Suppress ID Card® N
Last Marma: First Marre: Middle Indizl: Siuffie TELZ %
CageDn Case FIPS! Cagewarker HIPP:
Exception Indlcator Beneft Plan; Morz BPY H Absent Parem? N
CMM Resirichon Status: ChM Restrichon Period: -
Samo ag Caga Addroco? ¥ Addrosa. FIPE: aai
Relationship to Casa Head: oo Phana:
Race: Marltal Status: U bt Slate: Zip Code
S 5N Status: SEN: Diate of irth: Diate of Deati:
Cilizenship Status: ¢ Country: US Entry Date: Primary Language: £
Significant Health Condiian? Expacted Delivery Dale: SludantHospital Child?
Dhigability Coda: DEgability Cnzat Cuate [rand Fodhier D
COnmEents;
m M Lasl Card Date 1ssue Reason  Soouwence Number
1 Healh Comittions 05/01,2008 I 0t Pand Clalms Bagin:
[ Views Previous Addresses Fend Source: End;
™! View Previous Names:

6. Choose Exit to return to the Enrollment Menu.

7. On the Enrollment menu, select Enrollee, select Cancel, then enter the Enrollee ID.

Choose Enter.
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RS-S-001 Enroliment Menu ]

02192007 13:52

VED RETOO5YA VIRGINIA MEDICAID
VA DMAS ENROLLMENT MENU
Select Enrallment Type: Select Function:
 Add
" Case I Change
C Inq_uiry
-+ Enrollee I{; E:Inncseta‘te
™ Woid
" Case and Enrollee " CID Reqguest
&l Function Only :: Eegaitj'??g;;ist Reissue Reason: [T
Case lD; I:I—I:
Enrollee |0 [ooo [ooooog (000 ¢————
SEM: [ Jf
VACISIAdant 1D; .
Last Mame: | Suffic =4
Fitst Name: I Middle Initial: |
Diate of Birth: | I Sex [
Telephone Mutnber: | [ |
MNewe TDO Enrollee? (“iYes  { iNo
ENTER SELECTIONM AND FUNCTION.

Demographics

TPL Summary

Eligibility DO
ID Cross Reference

Financial

8. On the Eligibility Data Cancel screen, enter 012 in the Cancel Reason field and the
current date in the Cancel Date field. Choose Enter.

WEXS  RETO16YA VIRGINIA MEDICAID 09K 0z001 0958
ELIGIBILITY DATA CAMCEL
Ennolles 10
Mams:
Case |D:
CASRWIKED FIPS:
Al Application Cancel Cancel Extension Heinstate
ﬁ Categony Date Heason Liate Heason Feason Status
oi1 12 01 1555 05 19 1999 \>|EIE [osi[zozoot] ooo aog n
oZa 12 01 1589 12 a1 ¥399 0S31 1923 o938 oS 19 1993 00 oaag [H
028 OF 01 1974 08 01 1974 11 30 1989 003 11 30 1989 DOO L] &
et
Gii
Lo
TOTAL AID CATEGORIES = DO (Ac 001, C 002, V5 D00
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9. When the following screen is returned, choose Update.

RE-5-011 Enralles Benelile

VEX!  RSTO11vA VIRGINIA MEDICAID 1941 V2001
ENROLLEE BENEFITS CANCEL

Enrablee IO

Mama.

Craza D

Caseworkar FIP&:

Aid Application Bi=gin End Canci Cancel Extenson Redhstate

Category Diate Dt Deate Reason Dt Status  Reason  Reasoh
atl 12/012198% 054181998 012 093n/2001 C aoa non

Benefit Exceplbnn Plan Prmdder Emi Change  Emil Dispsition

Plan Imficatar Descriprkom Mumiber Drate Source Heason  Ihd Dt

01-01-0100 MEDICAIl FFE O0DODOGOCD 0571951899 09 30 2001 OF 097 A 05/19./,1999
0i-01-0400 HED ©0 & DED 0DO00O0OO0D 054191999 09 30 20Ol CD a7 A 05191999
Q1-01-0300 HED FRENIUM OQOQ0OO0O000 05/1951999-09 30 2001 CD 097 & 0551974999

CANCELLED BNFTS FOR ELIG. SEGMENT {011) ISPLAYED. LISE PF2 TO UPDATE.

10. Cut the card in half before placing it in the locked shred it bin to be destroyed.

8.2 Generate New Cards

If the plastic card has been damaged in the mail and there is a new address, the card must be re-

generated.

Procedure
Logon to MMIS and follow the procedures beginning on the next page.

1. On the Main System Menu, select the Recipient icon.
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Bl RF-S-010 Main System Menu

WS00 RFTO10

Recipient

VIRGINIA MEDICAID
MAIN SYSTEM MENU

irin
ey
Financial

« Management

&
Admin
Reporting

06 472007 14

AN

Assessments

Provider

Authorization

Prior

i Reference

i1y Automated

Mailing

Batch
On-Request
Reports

Invoice
Processing

WHilization
Review

% - TR
e, g
-

- Maintenance

2. On the Recipient Subsystem Menu, select Enrollment. Choose Enter.

i R5-5-000 Recipient Subsystem Menu

YEOD RETOOOWA

VIRGINIA MEDICAID
RECIPIENT SUBSYSTEM MENU

Select Function and Press Enter:

' Managed Care

< medicare

€ Benefit Definition

' Spend Daown

' Duplicate Enrollee Link
© Verification

' Input Request Data

09M10/2001

09:34
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3. On the Enrollment Menu, select Enrollee, and select ID Card Request. Key D in the
Reissue Reason field. Enter the Enrollee ID in the Enrollee ID field. Choose Enter.

Il R5-5-001 Enrollment Menu

onooan

| “Enter | Demographics || Eligibility | [ TDO | " Financial |

e T T T

4. On the Enrollee Demographics — ID Request screen, choose the 1D/CID button to
complete the ID card request transactions.
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VEDE  RSTOIOVA VIRGINIA MEDICAID AR OG001 - 10i2d
EMROLLEE DEMOGRAFPHICS - ID REQ

Enroll2a |0 Adapt 1T Aid Category. 063 Suparase D Card? M
Last Warma: Firgt Mama: i dle Inilialk SuMs TPL? ¥
Cage D Case FIPS CasEOTRER HIPF;
Exception Indlcator Benafit Plan; HED PRERIUN ore BPF H Apsert Parant? &
CMM Restrickion Status: CMM Restrickion Feriod: -
Sarme as Caca Addrece? ¥ Addeece! FiPz: oot
Relalionship to Casa Head: 0o Phinae:
Raca: 1 Marital Stalus: 0 Cike Stata: D Code;
S S8M Slatus: SEN Dite of Birth: Drirte 0T Dheath;
Citzenship Status:  © Countrg LS Enboy Diate: Primary Language; E
Slanificant Health Condiion?  H Expected Dalivany Diate; StucentHospital Child?
Dizability Coda: Dizahility Onsei Date! Infant Mother 10;
Commenls:
|_‘ M Last Card Date  [s30e Beason ﬁH|IIF.'|"||'.'E Humber
[T Health Confitions Pand Claims: Begin:
[ View Previous Addresses Pand Source: End:
[ View Previous Names

5. Place the damaged card in the locked Shred It bin to be destroyed.

8.3 Balancing and Shedding Returned Cards
Based on DMAS guidelines, returned ID cards will be balanced and destroyed.

Procedure

1. Each day, complete an ID Card Log (Appendix B) for cancel cases. The next day’s
Enrollees Cancelled and ID Cards Reissued (RS-O-120) report will show what was
cancelled.

2. Check to ensure that the ID Card Log and report totals match to balance.

3. If they match, shred the ID Cards.
8.4 ID Cards Sent To DMAS
These are returned cards that can only be processed by DMAS.

Procedure
The following ID Cards are sent to DMAS.

1. ID cards with an attachments asking or giving information on changes
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2. FAMIS

3. Cards that have deceased written on them or an attached death certificate
4. Cards that when trying to cancel give an error message
5

Cards that has exceed amount for re-issue

If one of the above applies except for FAMIS card (which are sent to CHI unit of DMAS) fill
out a Returned ID Cards Sent To DMAS log.
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Appendix A Input Forms

Form Name Page
UB-92 Claim Form 51
HCFA-1500 Claim Form 52
ADA (DENTAL) 1999 Claim Form 53
ADA (DENTAL) 1994 Claim Form 54
ADA (DENTAL) 2002 Claim Form 55
Title XVI1I (Medicare) Claim Form 56
Title XVI1I (Medicare) Adjustment Form 57
Pharmacy Claim Form 58
Compound Pharmacy Claim Form 59
Claim Attachment Form 60
CMS 1500 Claim Form 61
UBO04 Claim Form 62
DMAS 113A — Medicaid HIV Waver Services Pre-Screening Assessment 63
DMAS 113B — Medicaid HIV Waver Services Pre-Screening Plan of Care 66
DMAS 96 — Medicaid Funded LTC Pre-Admission Screening Authorization 67
Virginia Uniform Assessment Instrument 68
MICC Maternity Risk Screen 80
MICC Infant Risk Screen 81
MICC Maternal and Infant Care Coordination Record 82
MICC Pregnancy Outcome Report 83
MICC Infant Outcome Report 84
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R W™ ..Al

3 PATIENT CONTROL NO.

.

| TCOVD.| BNCO. | 9C40. | 1O LRO|N

TZPATIENT NAME
14 BIRTHOATE [ L Trr. b e |21 0 HAJ22 STAT| 23 MEDICAL RECORD NO.
; ; y

s

] 4
a
bl .. AR T it G
c
R T
42 REV. CD. |43 DESCRIFTION 44 HCPCS / RATES 45 SERV.DATE |48 SERV.UNTS

50 CERAT. - 85N - HIC. - ID NO.

s

CENTIFY THE CEATINCATIONS ON THE REVERSE APPLY TO

[EezrcFT OCR/ORIGINAL e

Sample UB-92 Claim Form
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cece [N
DO NOT
STAPLE (S = e et =]
IN THIS femedetl e o ]
SRR
PICA HEALTH INSURANCE CLAIM FORM PICA
MEDICARE MEDIGAIL CHAMPUS CHAMPYA GRP FECA CTHER | 18 INSURED'S LD NUMBER (FOR PROGHAM IN ITEM 1)
e HEALTH PLAN BLK LUNG
g ihiacicare £ (Madicaxs ¢ (Sonnsars S5H) (V& Fie &) (55N o 1Y) (55N} (10}
Z |2 PATIENT'S NAME (Last Name:, First Namo. Mickde initcl) Hn;nErn‘s E_IH_TI-]V[{&TE SEX 4, INSURED'S NAME (Las! Name, Firs) Name, Miodin 1))
E MM : oo i " o
@ |6 PATIENTS ADDRESS (Na.. Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS {No.. Stiwet)
E S Swluvi :Mﬂ’ Omnar
% fery STATE | B PATIENT STATUS CITY STATE
e Juoe ] o []
=< |ZIP CODE TELEPHONE (Include Arsa Coda) ZIP CODE TELEPHONE (include Area Code)
( ) Employed Fiss Teme artTime| ( )
£t S
S OTHER INSURED'S NAME {Last Name, First Name, Mddio Intial) 10. 1S PATIENT'S CONDITION RELATED TO: 11 INSURED'S POLICY, GROUP DR FECA NUMBER
& OTHER INSURED'S POLICY OR GROUP NUMBER 2 EMPLOYMENT? (CURRENT OR PREVIOUS) u, INSURED'S DATE OF BIATH
MM:DD :YY SEX
e T R
b OTHER INGURED'S DATE OF BIRTH b AUTO ACCIDENT? PLACE (State) | 0. EMPLOYER'S NAME OR SCHOOL NAME
MM ,DD ,¥Y
i e T o % i
c EMPLOYER'S NAME OR SCHOOL NAME c. OTHER ACCIDENT? £ INSURANCE PLAN NAME OR PROGHAM NAM|
VES NQ
o INSURANGE PLAN NAME OF PROGRAM NAME 10d. RESERVED FOR LOCAL USE o, IS THERE ANOTHER HEALTH BENEFTT PLANT
YES NO I pes, return 10 and completo Iem O a-d
AEAD BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 14 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | auhotize peyment of
12 PATIENT'S OR ALTHORIZED PERSON'S SHENATURE | muéhorize he release of any medical o osher inrmation necessary & Brocoss s ""?lg‘““‘ benefits 10 the undarsipnad physician of supplar for sarvces deterited
clasm | aiso request paymand of poverteTn banetits ather b mysall or b ihe Pty who SCoRDPs BSSpnmant baiow. -
SIGNED. DATE. SIGNED
— S—
14, DATE OF CURRENT ILLNESS {First uymgiorm) OR 15, IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS, |16, DATES PATIENT UNABLE TO WORK iN CURRENT OCGUPATION
MM DD YY 4th|uFt\[i\|x»DM||UF\ GIVE FIRSTDATE MM ¢ DD ¢ Y'Y MM, DD, YY MM, 30 , ¥
i H PHEGHANCY (LM} : i FROM H : TO : :
17 NAME OF REFERRING PHYSICIAN OR OTHER SOLRCE 17a. 1.0 NUMBER OF REFERRING PHYSICIAN 18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
DD, YY MM, 2D (YY
FROM H 1 ) : H
H H - H
18 RESERVED FOR LOCAL USE 20. OUTSIDE LAB? § CHARGES
YES NO ]
21. DIAGNOSES OR NATURE OF ILLNESS OR INJURY (RELATE ITEMS 1.2.3 OR 4 TO ITEM 24E BY LINE) 22 MEDICAID RESUBMISSION
CODE oA AL FEF NO
| ]
23 PRIOR AUTHORIZATION NUMBER
21 4, |
24 A F J K

3 RESEAVED FOR
coa LOCAL UBE

From
[TV Y

TOTAL CHARGE

= PHYSICIAN OR AND ADDRESE OF FACIL T3 PHYGICIANG, 5 S BILLING NAME, ADDRESS ZIP L
AEES OA GRE OEi J atner frin home o 1
MBNts on ihe
o oo & part therect
SIGNEL DATE | Pt .
1 5Y AMA COUNGIL ON MEDICAL SEF PLEASE PRINT ORTYPE fﬁfm E‘Ev‘::l ” FORN AR 1500
ARFROVED (MB-0G35.0008 Dt OB

Sample HCFA-1500 Claim Form
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Denlal Claim Form
i Dental A iati

1999 version 2000

EC)“ITIE"GEI\ Dental Associatio 1! 999
Same @5 ADA Dantal Claim Form) -
rouuud and Dviributnd under ADA Licanse

1. L Dentists pre-trastment estmats Speciaity (see backsida) | 3. Carriar Name
ClDentist's statomont of actunl sssvices
2. CIMedicaid Clasm Prior Althorization # 4, Camer Address
CEePsDT
E. Clty l 6. State Jj. Zip
&, Patient Name (Last, Firs, Middie) ‘ . AOross 10 City ! 11, Sme
& |72 0aw of g pwwoorvry) 13. Patient |0 # 14, Sex 16. Phone Number 16. Zip Cooe
g
g ] oM OF | ]
17. Relationship 1o SubscriberEmpioyes: 18. Employer/Schaol
Oseit OSpousa LIChild O0ther, Name. Address
S —
18, Bubs Emg ID4/SSNE 20. Employer Nama 21. Group # 1. Is Patient covared by another plan 32. Policy #
& ClMo {Skip 32.37) Otes: ClDental or CMedical
22 Sutscribar/Empioyne Name (Last, Fwst, Wodie) & 135 Other Subscrdors Name
) 23. Aogrees 24, Phone Number E 34. Dade of Birth (MMDONYYY) 35. Bax 36. Plan/Program Namo
2 { } ! { Owm OF
E 26 Ciy 26.5wie | 27, 2Zip Code E 37, Employer/School
~ tare. Ao
'3
B | 28 Date of Birth MWDo YY) 29, Marital Status 30. Sex 36, SubscribarEmployes Stalus
13 f ! O Married [ Singie T Otnet Om OF CEmployed CiFar-tima Status T Full-time Student 0 Part-time Stugent
2 30. | nawn Deon informed of 1he treatment plan and associated foes. | agrea 1 ba responaibie for all 40, Employer'Schoal
a charges for dental ssrvicas and maleriais nolemymlJ benwfit plan, uniess tha treating N Afcirnss
dentist or dental practice has & th rmy plan g all or @ portion of such b
charges. To the EX1eN! PEITINEC UNOR! APOSCADIN W, ' Rtz ressase of any informanon relating 41, | hersby authorize payment of the dental benefits otherwise payabia to me directly to the
1o this claim. balow named dental entity.
X X
Bigned (PatientGuardian) Diato (MIADDAYYYY) Signed ([Empleyes/subsciber) Dt MDA YYY)
4% Name of Billing Dentist or Dental Endity 43 Pnone Numbar 44, Providas ID ® 45, Danbs! Soc. Sec. of TLN
{ )
46, Address A7. Dentist Licanse & 48. First visit date of curment 4%, Place of treatmant
g serias: Dl Otfve CHosp. CIEGF Cl0wmer
& | ocny 51. Stats 52 Zip Code 63. Rediographs of modeé anciosed? B4, Iz treatment for orthedontica? [ Yes [ No
E [J¥as, How many?, CiNo It service already commancad:
g 55, M prosthesis (erown, brdge, dentures), s this W na, reasen for replacemant: Date of prior placement: Date appiiances pincod Total mos. of eatrmant
initial placomant? [ Yes o
56. In treatmant result of cccupational INSS of Inpry? L] No L] Yes 57 Is treatment resutt of: [ Jaulo accident? [other accident? Cnefthar
Euiat and dates Briad and dotes
58 Diagnosis Code index (optional)
1 2. 3 4, 5. 6. 7. 8
50, Examinalion and traatment plans — List 1eeth in order
Dale (MMDOTTTY) Toatn Suriace Diagnosts index ¢ Procedure Code | Gty Dascription Foe i
L
60, loentity all misaing 18e4n wilh “X°
Parmansnt Pri Total Fee
1 2 3 4 B T B 8 10 11 12 13 14 15 18 A B GCDE]|F G H I J |Paymentbyoierpian
32 31 30 20 28 27 26 B |24252‘22'2n|a|s1' TSHUPIONMLK Max. Allowabie
61, Fipmarks for unusual services Deductitie
Carmior %
Carmer pays -
Fatient pays
62, | haretry cartily that fhe procedures as mdicated by date are in prograss (for procedures thal Mhunmﬂb}oe B3 Address whers ireatmant was panormed
have besn compisied and that the inas submitind Brs the actual tees | have charged and lnmﬂ muug for thoss
proGw B4, City 65 Stan | B6. Zip Code
x
Signed (Treating Dentist) License & Dt (AT
e
D TADADS

Sample ADA (Dental) 1999 Claim Form

Confidential and Proprietary
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Dental Claim Form

2 3. Carrier name and address
(Msntist's pre-trastmant estimate H Medicald Clalm
[ Dentist's statement of actual services | O EPSDT
Provider ID# Prior Authorization #
Patlent ID #
p (4 Patent name 5, Relationahip 1o emplayee 6. Sex |7 Patient birthdata (8. if full time student
A et mi last O seit I g m | MM DD YYYY| school
': O spouss Dicther ‘ ‘ ‘ ay
: 9. Empioysasubscriber name 10. Employoe/subscnbar dental plan 11, Employea/subscnbar | 12, Employsr (company) name 13 Geroup number
v| ®ndmaiing sddress 10, number binhdate and address
MM DD WYY
[
o
v
g |14. Is patient coversd by another 15-a Name and address of carrisrs) 150 Group no (1) 18 Nama snd sddress of other smployer(s)
n| el plan
A yos X no
o o yes, compiete 15-a
E Is pabani covered by m medical
plan?  yes X no
1 | 17-a. Empioyssisubacnber narme 17-b. Employselsubscriber dantal 1< y 10 P to patient
if differant from patient's an LD, number birthdate
: ; ¥ & MM oo Yy 0 seif N
o ‘ ‘ Ospouse 0O other
101 and Teas, | agres o be Al ehargea far dental sarvicss 20 v directly
paid by vy uniene the . | practice has & comtrectual nammed derdal sntity,
mmwﬁmuncmdumm -
g 15 i Elim
E SIGNATURE ON FILE _ __09/08/2008 IGNATURE ON FILE 09/08/2006
| Signed (Paton! or guardian Date B8l Dole
8 21, Name of Billing Dvmlt or Dants! Enlity 30. Is reatmant resull If yus, baaf descriplion and dates
1 of eecupabonal
L I iiness or injury? X
L |22 Address whare payment should ba romitted 31, Is reatmant resull
] of o accident?
N X
9123 City, State. Zip 32 Other accident?
" X
E
|24 Dentist Soc. Sec or TIN, |25 Dentist icenss no 26. Dantst phone na. 33 f prostnesis, s this {0, e T iplecanniin A Dace of o
T Inital placement? Lo
1
S |27 First visit date 28 Place of Ireatment 29 Radiographs or NoYes|How |35 g yreaiment for W service siroady  Date appiiances  Mos. reatment
7| current series Ofica Hosp  ECF  Other modals snclosed? miny? arthodontics? COEREAG picad ramaining
x L J_ x x enilar
38. Identity missing leelh with | 37 Examination and trestmant plan - List in order from tooth na. 1 through 1ooth no. 32 - Using charting system shawn. For administrative
!ﬂm.: Surtaer I?»'m‘ . prophytar, malerials veed. sic ) [Pz s YT |Prossias st i usvon
38 Remarks for unususl services
6.1 hareby certify that the by date have b and that the fees submitted 41, Total Fes
ars the actual fess | have charged mu intend 1o collsct for Imn procedures, Charged
42, Paymant by
»  Signature On File ther plan
m ('fl'llm Dantist) Licanse Number Date Max, Allowabls
A0 Address whars Ueatmant was pertomad Deductible
. Ccity Sinta zp Camer %
DA i Dental A latl. 1994

Sample ADA (Dental) 1994 Claim Form
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ADA Dental Claim Form

——
HEADER INFORMATION

1 Tygo of Transachan (Check all applicable boxes)

[ ersorimive xox

[ statament of Aztual Services — R~ [ ] Requast o Prademerminaion  Preatorizason

% Pradeterrmisation  Praauthonzation Nurrbe:

PRIMARY SUBSCRIBER INFORMATION

PRIMARY PAYER INFORMATION

A, Namg, Address, City, State, Zip Code

12 Name (Last. Forst. Mddie Inflial, Suffix}, Adgress, Cty, Stata, 2ip Code

13 Dase of Buth (MMODICCYY)

14 Gender

O O

15, Subscrbar idantiger (SEN or KDE)

OTHER COVERAGE

16 Plan/Group Numbear

4. Onher Dontal or Medcal Coverage? rlNo Bhip 511}

] es (Compinte 511

17 Emgiayer Name

5. Subecriber Mame {Lass, First, Midale btis), Sutfi

PATIENT INFORMATION

8. Felationship to Prmary Sutiscnber (Check appleatde Sox)

19, Sudont Slats

FHELIMANON 10 carty oul payment activities in connection wih s ciasm

A

The treating denlist of denfal prachcs has a contraciual agroement with my plan probagiting all of & portion ol
such charges. To the extant permitied by faw, | consent 10 your use and dsclasum of my srobectad healih

[ Prowicer's ofice [ ] rospnal ] c= [ cuner

16 Date o B pammnicevn 7 Gender & Subscrber idantiher (SEN of 108 (Dot [Jspousse []oapendencnic [ | omer CJrs [ers i
[__ L) L] | 20. Name {Lasi, First, Migde (nitinl, Sufts), Address, City, State, Zip Code
m--c-wu Numaer 10. Aviabanship lo Prmary Subssriter (Check applicabe box)
[Dset [ Jspouse [ ] necencent [ | ower
11 Crher Garrier Name, Address, City. State, Zip Code
(21 Date of Beth (MMDDICCYY, | 22 Gender 23 Paient 1/Accaunt § [Assigned by Dentall
Cw e

RECORD OF SERVICES PROVIDED

' ] i

@ h

3 T
“ H 7
5 | )

6 }

> t

8

3 ]

10 :
MISSING TEETH INFORMATION Pmanart | Frenay 32 Crmer :

34 {Place an ‘X" on each iissing toomh) 12 3 4 5 6 T B |8 W0 11 12 13 14 15 16| A B ¢ D E|F s Mg Foafs) H

32 11 30 28 28 27 6 25(2 23 22 21 20 49 @ 17| T S R O P |g ML K Ja.!n-xFu]
B [as aomans IS

AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION

36, | have been nlormed of the treatment plan and associated foos | agres 1o be responsible for ll 38 Place of Treabment {Check applicable box) 38, Numer of Encosures ({00 10 53]
charges for dental sarvices and matenals not pavd by my dental benelt plan, unloss protsbded by lew, or Radopraghis; Ol imageiss  Medelist

40, Is Traarment far Orthodartics?
[Ine (suip at-a2)

D"hs {Camplete 471-22)

27 Date Appliance Placed IMMODICTYY)

Fatent! Guardian spnature

Date

42, Months of
Remaining

43

cantst of fantal sraty

37 Thorety puthonee and dredt payment of e denti Danefits therwist payabic i me, deectty 10 1he Deiow hamed

t &l P

[]mo [ vos (complete aa) |

dd. Data Priar Placemant (MMDDCCYY)

[] cecupatianal iiness inpury

45, Traatmant Resulling Iram (Check applcabie bos)
[ twto accicent

D Orther accident

X
Subscriber sgnatine

Date

46, Diste ol Accidant (MMDVECYY)

j AT Aute Accident Siate

claim on behall of the patwent o insured/subscriber)

BILLING DENTIST OR DENTAL ENTITY (Leave blark if dontist or centat antiy s nol submitting

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

Py

48 Narne, Address, Ciy, State, Zip Code

et lof thass pracedures.

neteby carbly tal the procecures as ndicted by date are in progaess {%or procacures Bal reguine mulighy
vislts} ar hive bean completed and that o ‘ees submeled are ihe aciual foes | have charged and inend 1o

X
Sgned {Trealing Dertist)

Date

54, Provider ID

55 Liconse Numiber

56. Aadress, City, State. 2w Codo

49. Provider iD 50 Ligense Number

51, 55N or TIN

42, Phone Number | ) -

57 Prong Number | 1

6R. Ti i Prowi
] ] @nﬁr rovider

‘©American Dental Association, 2002
515 (Same as ADA Dontal Clalm Foem) - JB18, JS17, 4518, J518

To Regeder call 1-800-947-4746
or ga anline al www.adacalalog,org

Sample ADA (Dental) 2002 Claim Form

Confidential and Proprietary
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DEPARTMENT OF MEDICAL ASSISTANCE SERVICES

TTLE ¥VIll (MEDICARE) DEDUCTIELE AND COINSURANCE INVOICE

VIRGINIA

1 By Frvtir e

T Lorl ke

T4 Arsipkal T Marcr

5 Pelarfy Aoma st Aembar

8 Aoaisd iy Frosds Hemms

7 Frimasy Carvies i mtion Thar Thae H d 14 Wistwlindy
VESaE [ 2recomerconas Taura Eruind [ gp Batiez
[ emaseru [ 6 soomng [ emw [ oo
1E Sumes Covars Feax Tou |17 Cages TAkdER 12 ARl By e  Fudy Medan

TE Cma oldamson Fam
-

2 Codotia

b2

T Frivmy G v inkormation O Thas
Vezae [ 2hcowercomas

[ semzasirus [ &aind ioCoanga

W AL

13 Fudty Ve3an

T Friay G avias inkos matin JRbar Thax
vezaE [ zmeorercomes

[ 2emzeneruld [T e iooomng

P T

T Frimay C s i rains e Thax
Visdam [ =recoesioms

[] iemdusdFud  [7] £oind doCovarmga

L

W m wF

T Py beZan

22 Panl By Canir Johar T
(L

T Fa Pay i O0C Oy

25 Ramwun

S - 30 F 504

THEIS TO CERTIFY THE FOREGOMS NFCRBATICN 1 TRUE, ACCLURATE AKD COM-
PLETE. | LMDIERS TAND THAT ROYMENT ARD EATISFACTION OF THE CLAIM WLL EE
FROW FEDERAL AHD: STATE PUMDG, AND THAT AWY FALSE CLAME, STATEMENTS,
OR DOCUMENTS OR CONCEALWENT OF & MATERML FACT, MAY BE PROSECUTED
\INDER APRLICABLE FEDERAL CR STATELEW.

EIGHATURE

[ETE

Sample Title XVIII (Medicare) Deductible and Coinsurance Invoice
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ALUSTUENT L]

TITLE XN (MEMGARE) DEDUCTIELE AND COINSURANGE ADJUSTMENT/VND INWNCE

VIRGINIA
DEPARTMENT OF MEDICAL ASSISTANGE SERVICES

[Ja&iieD avDraD
[ & saiED w0 oo

FEI‘I‘EFE}EH:E MULEER Pr&a&:ﬂ FN"."I’I:E{E

R R TIENT ACCOUNT R EER [ VEsDER NG FalMlER
WUEER

DMAS 31 A 56

THIS FORM IS FOR CHANGING CR VOIDING & PAID ITEM. THE CORRECT REFERENCE
WUMEER OF THE PAID CLAIM AS SHOWN Ot THE REMITTANCE YOUCHER 15 ALWAYS RECUIRED.

THIE |5 TO CEATIFY THE FOREGDING INFORMATICN IS TRLE, ACCURATE AND
COMPLETE. | LNDERSTAND THAT FRY WENT AKD SATISFACTION OF THE CLAM
WILL BE FROM FEDERA. AND STATE FLIMDS, AND THAT ANY FALSE CLAIME,
STATEWENTS, OR DOCUMENTS OR COMCEALMENT OF A MATERIAL RACT, MAY
BE PROSECUTED UNDER AFPLICAELE FECERAL OR STATE LA,

SIGHATURE LUTE

Sample Title XVIII (Medicare) Adjustment Form

Confidential and Proprietary
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=

PLEASE PRINT CLEARLY

Provider Madicaid ID Number

—
Virginia Department of Medical Assistance Services H
PHARMACY CLAIM FORM LA

i

a1
Patient's Last Namo, First Name Patien's Medicaid ID Number Sex |Birth Date Lavei of Svc|Days Supply |Fefll  [DAW Patiant Loc
1 MM DO cery
02 03 o4 |o5 08 o7 o8 (13 10
Onginal MNumber Praseription Numbar Cate Dispensed NDGC Number Matric Decimal Quantity Unit Desa
Coda MM DD ceYy
11 12 13 14 1'! / 15 18 e Cpee el F E

Exampt

Patiant's Last Nama. First Nama

Prior Authorization Number

Prescriber's Madicaid 1D Number

20

Pationt's Madicald Numbar

21

Ciagnosis

Amount Biled Paymant by Primary Carrier

Do , CCYY

Pavont's Last Name. First Nama

20

2

02 03 03 10

A Original Fal Numbar Prescription Number  |Date Dispensed NOC Numbor Matric Decimal Quantity Unit Desa
Code MM DO cCyy

1" 12 13 14 / / 15 W w s AT
Exempt Prige Authorization Number Prascribar's Medicaid ID Mumber  |Dlagnosis Amount Billed (=l | Payment by Primary Carriar

Patient's Medicaid Number

21

]

24

Birth Date Days Supply |Rafil  [DAW Patient Loc

3 MM DD CCYyY

oz 03 05 /' / 10
Resubmission (Original Relerance Numbar Prascripbion Number | Date Dispensad NDC Number Matric Decimal Quantity Unit Dosa
Code MM DD ccYy

11 12 13 14 / / 15 0 e o L e S T

Exampt

Prior Authorization Numbar

Patienr's Last Name, First Nama

Prascribar's Mecicaid 1D Numbar

20

Diagnosis

21

Patiani’s Madicaid Numbar

Amount Billed

Patient’s Last Name, First Nama

20

4
02 03 a

Ciriginal F MNumber Prascription Numbar Data Dispensed NDG Number | Matric Decimal Quantity Linit Doge
Code MM DD ceyy
1 12 13 14 /’ / 15 I, e o nnns e J 1T
Exampt Prior Authorization Numbar Prascriber's Medicaid 1D Number |Diagnasis Amount Biled

Patienl's Madicald Numbar

21

Birth Dale
MM DD = CCYY

Patient’s Last Name, First Nama

20

o2 03 o0s ”l 10

R Original F Numbar Prescription Number Date Dispensad NOC Numbaer Metric Decimal Quantity Unit Dosa
Coda 4 MM DD cCcYy

1 12 13 14 J{ / 15 I e e L8
Exampt Prior Authorization Number Prescriber's Medicaid ID Number |Diagnosis Amount Billed Payment by Primary Carrigr

Patient's Medicaid Numbar

21

02 10
A Qriginal Numbar | Frescription Number  |Dats Dispensed NDC Number Matric Decimal Quantity Unit Cosa
Code MM DO ccYy
11 12 13 14 / / 15 L e |
Exempt Prior Authordzation Numbar Prascribar's Medicaid ID Number  |Diagnasia Amount Bllled COB Paymeni by Primary Carrier
$ $
18 19 20 21 22 23 24
25 C

Provider Name, Address and Telephone Number

28

DMAS-173 R2/01

This is certify that the loregoing Information is true, accurate and complele. | understand thal payment and
satistaction of this claim will be lrom Federal and State lunds, and that any falsilication of claims, slatements
or documanis of concealment of material fact may be prosecuted under applicable Federal or Stats laws
Signature of Provider

or Representative

Data (mm-dd-cc-wirl | “ ‘ ”2|0| IJ _I

a2

Sample VDMAS Pharmacy Claim Form
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Virginia Department of Medical Assistance Services —
COMPOUND PEESCRIPTION
PHARMACY CLAIM FORM
10 Bemboimor b 1 hgaral Reforesce Kembe
vl of .
Pordars Medicasd 1) Kemba i Iagaomi PN o Ashenrason Ko ba
SR & ol i |
PATIENT Ioa- Mo d 11 Mapbay Lt W Feni Hazw Saa Pagerfr D of sy
w B | | [ ] '4 |
Prmscrer’s Medicnid [0 Frezbe Promcrizisn N Comis Dnrpased Tiwpa %
|| | H| | i | | i
U BN Namir I LA W 1 Descigrasa/Tig Mws 1 Wrnc Deco Oy
a | A
: | [ | L
: ] | S
: | [ | L
0] N | W
| [ | L
1| [ | L
5 | [ | L
1 Coy Cirearags 4 Aseonrd Fud | | | | % Arveni el .-| | | |
e y Perey Ca=e e (e P —— ;|
§ Commsnt
Provider Mams, Address and Telephone Number Tais Iy 10 Sartiy st ey iskursrini i LA Derursin s compine, | mkininsd bk (i aid
l'l'!'l‘\n..l s I|#II.||1 1|P'I|l bt A, =llr'\.‘ﬂ| s faa ﬂ:l‘b: .l' wlna alater rﬁu
7 SCURmEtS tf Cntemimant of Svfiel taet nl'rl.ll:— et Liwkn: s Py iy
Signature of Provider
or Represeniative & Ciate
Thaiz
=
LT 2 ef [ ]
DMAZ-174 R 5102

Sample VDMAS Compound Prescription Pharmacy Claim Form

Confidential and Proprietary
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VIRGINIA DEPARTMENT OF MEDICAT ASSISTANCE SERVICES
CLAM ATTACHMENT FORM

Attacliment Control Number (ACH) -

oD CCYY Sequence Number (& digits)
Date of Service

Patient Account Number {20 positions limir) =™ AV

*Pamnent Account Mumber should conzist of numbers snd Jeters only. 200 spaces. dashes, slashes or special characters

Provider Provider
Number: Name:
Eunrollee Identification
Number:
Enrollee Last First MI:
Name: Name:
D Paper Attached D'Ph otols) Attached D X-Eay(s) Artached

D Ocher (specify)

COMMENTS:

THIS I5 TO CERTIFY THAT THE FOREGOING AND ATTACHFD INFCRMATION It TEUE, ACCUEATE AND OOMPLETE. ANY FALSE
CLADJE, STATEMENTS, DOCUMENTS. OR COMCEAIMENT OF A MATFRIAL FACT MAY BE PROSECUTED UNDER. APPLICAELE

FEDERAL CRSTATE LAWS

Aunthorized Signature Diate Signed

demas wurEieis gov Amacliments are

Alziling addressas are avzailabla in the Provider maruals or chack DRIAS wabsita at mons
sent oo the same mailing address nsed for claim subraizszion Use approprizte PO Box monber.

CMAS-3R6T3

Sample VDMAS Claim Attachment Form
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L1500 &
HEALTH INSURAMNCE CLAIM FORM E
AFFROVED BY HATION AL LMFORM CLAIM COMMTTES 0345 [
cA Fioa |—|—|—J,
I MECLARE | MELICAD TTEF] 1 INSURED'S |0 MUMEEF, " For Fogrm n fian 1
Dmn«nmw nljgg"m}'sssm Dwmmgggﬁn?mm%ﬁﬁq'mm any i I
= PATIET & MAME [Laat Nama, First Hare, Miads nia) E PN R HIRTHEATE E=3 % HEURED'S FAME [Lasi Hants, Frif hame, Fias mia]
T FATIENT B ADDRESS |We, Braen) T PATENT FELATIONEHF 10 MIUFED 7. IREUREL'S ACDFEEE [Fa, STed)
3.rL__| I s cina [
=13 STATE | & PATENT ETATLR T TTATE =
gnge | | mamed| | one| | E
TFCODE TELEFHCHE (ks Arsd Code| TF Cobe TELEFRONE [ rvaioe Arem Cots) 1
{ ) empayen [ ] Sjtiem || Evenr || i) 5
T PR INEUREL'S HANE [Lasi Hams, Frai Home, Midde miial T0. 15 FATENTS COMDTION RELATED 10- T7. INSUREL S FOLILY ERGIUF OF FECR HREER =
]
1 OTHER MELREDS FOLICY CF GROLF HUWEER . EMPLOVMENTT [Currart or Frovious| 2 INEREDE CATE GFEIRTH 3 =3
[Jwes e M | i W] £ &
i =
E JHI-EHIE-‘EUHEE-?_MTEDFEHW e b, AT AGCIBENTY PLAZE (3iuis] | B EVPLCTER & VAME CF ECROCL RO =
M F O e F]
T EWFLOVERS NAME OF BCHO0L HANE £ OTHER ACCIDENTY = WELFUNCE FLAN NAME OF FROG RAM HAME =
[Jvez [ue =
3. NG AHCE FLAN MAME CF PR FRM FANE 703, FESERVED FoR LoCAL UEE 3,15 THERE AMOTHER REALTH BERERTT FLERT «
[(Jre= [Iwo  ryws.mom eam conpeenn saa

READ BACK OF FORH BEFORE COMPLETING & SIGMNG THIS FORM. 13 MILFED'E OA AUTHOAEZED FERSON B SIGNATLFE | authon s
12. PATEMTS OR AUTHORIZED FERBOM'S BIZMATUIRE | suhorize hia ralats of anymadioal or oiher informal on nacassny et of macical bensfity o tha undend gresd physiz lan <r supplier iz
:Emlﬂll:hh | sz raqueat pry mare of governrman tanelis st 12 miyei o bo the pary who asca pls masknmnen mu amribed belom.

BIGHEL, DATE EIGHED _3
——— . — Lt
umrEoEE.uma:ﬁ 1I.LNESE|'FH‘ e TE 2 T A R SR ﬁSfuLﬁunesa |=.m‘raswrrrﬁ|:_wia.s119 VIOFR N':LWNT S PRI y
77.MAME OF REFERFING PROVIDER CFLCTHER BOUFCE Tl | TE RSP T TN TATER, HEL.I.TEI:-T Dmmrggﬁﬂc&w
17 [ Wi E—— i o | |
!
70, REGEFWED FORLOGAL LEE T CUTEOE LA TOrRAGES

D_\'EE Ow | |
= g HEE"“'%TN CAKINAL FEF. WD,

0 IS . 1 SN
5. FRICH AUTHCOREATION NOMEER
E 1 SO A o s
. A DAIE(Z) OF BEFWILE %‘ | T FHITEDJHEE SEFVILE, DR SUFPLIES E. F. | T Iy 1. K
Fromi To |.|.|i Ciroumsin tes) CIABMOEIE T in REWDERMG (=]
MM DD TY MM DD WY .F‘I'.H_PGE WODFIER FOMTER & CHARGES e [w| cuw FRCVIDER D & =
-I e S e e =
I N [ 1 [ | I I I I o
2 i I | i | | B R e E
A O | N O | | | | [= &
g b ] &
| O O O S O I [ N s
4 1 | v EECEE PR, x
Sl . O 0 - N O O T | i S
5 e b e e e a4
O W i A L1 | [= 3
=
. 1 o | T | iR :
V) e P [ o pi = 7
I FEDERAL TAX LI HUMEER EEN EM ZE FATIENT S ACGOLUNT ML T FCCETASEAMERTT | 28 TOTAL CHARE 0. AWOUNT FARD | 3. EALAMCE DLE
[l vEz WO ' ! ' L
|3 SEMATLREOF FHYSCBN OR GOFFLER | = T EILNG FROVOER NFCAFRA | I
FCLUDKG DESAEES OF CAEDENTIALE
1wty hai ihe saiemanis on he reverss
apply i0 tris bil ond ara made & part feract
5 DaTE = P = E
MUIGE Instucion Marual avallable af: was. mcc.org APPRCVED OMB-0E38-0009 FORKM CME-1500 | (T05)

Sample HCFA CMS 1500

Confidential and Proprietary Page 60



Input Control — VAMMIS Procedure Manual

7
EPATIRENT HAME |. | T PATEMT ACCHCSE |. |
¢ o] 1]
il i e T e
[ cooumAm B LR T COOURRRRCE [ E =T | T
o e
| 3
E £ VALLS COCED MLUE CCOED
oocg &
a
ki
d : ; B
@y GDRXAFTON 8 HOPCE | R S FRS CO0E AE SREN DR &I AT O TOTAL CHARGEE. 48 MO COVRFRD M AAGED i
3 '
i '
5 s
s '
1’ '
5 5
i '
r 1
" i
o 1
it s
o 1
It 1
" "
t e
" s
i 1
= =
| fa
= ba
= PAGE oF CREATION DATE [0 5 | =
D PAYER BAME: 51 HEALTHELIN & M| [ |54 PRCE PANENTS % EHT. AMCUNT DUE NP
E ] o t
L ans g
e H PR W &
58 IMILEED'S HALE: B EFEL| B MELRIEDT LRICUEID B GHOUR RAME 2 HELANAEE SROLE
o i
o "
z £
£1 TEEATUERT $ITHORCATION CCOES £4 COTUMENT CORTRCL MIVEEH 55 ERPLIVEH KA
P i
L g
I I d
m— L
=]
T ATENDNG R ] T
LAET |=uu'r
77 CERRATRG bn |m|.| |
LAST |=H|'
v | o B ]
LAET |=uu'r
v | e P ]
e st
MU sy Z - B

Sample UB04

Page 61

First Health Services Corporation



Input Control- VaMMIS Procedure Manual

MEDICAID HIV WAIVER SERVICES PRE-SCREENING ASSESSMENT
Name: Medicaid Number ey,
Date of Birth Age _ Height Weight Ideal Weight
Date of Assessment: Assessor . Screening Agency e M
If no Medicaid number at present. has the person formally applied for Medicaid” _ No ___ Yes,
(Date)
L_Stage of the Disease: Karnofsky Performance Status Scale Acuiry Assessment (Circle rating in each area)
1. Nutrition 1. Hygiene
A Independent (fair knowledge base) 12 A Self Sufficient 11
B Knowledge deficit/special diet 9 B Needs Assist in preparation to dress independently 8
C Assist needed to prepare, nausea/ C Needs Help with bath and dressing 7
vomiting, malnourished 7 D Needs complete assist w/bath & dressing, unable to
D Artificial/alternative therapy 4 stand independently . 4
3. Toileting 4. Activity
A Up to Bathroom Alone 11 A Ad lib independently 1
B Needs bedpan or urinal 9 B Ambulate or position w/minimal assist 8
C Foley/external catheter Assist to C Maximum assist in ambulation or turning 8
bathroom/BSC, incontinent 7 D Bedndden 5
D Incontinent bowel and/or bladder
Needs maximum assist 4
S. Behavior 6. Teaching/Emotional Support
A Alert and oriented 11 A. Able to independently seek information & support 12
B Minimal Cognitive Impairment, B Guidance needed in tapping resources
cooperative, aware of place/time, C Moderate time spent teaching and supporting 7
communicates appropriately 8 D Detailed in-depth teaching Extensive time with
C  Occasionally listless, increased sleep patient & significant other Possible communication
or insomnia, verbally unresponsive 7 barriers/sensory defects Therapeutic sessions 4
D Marked Dementia, responses
minimal or absent 4
7. Treatments/Medications INTERPRETATION
A Seeks information independently 12 Stagel  71-100 Supportive/Educative All actions
B Instruction needed in care and meds Diagnosis performed to support or promote self
Able to gain independence 9 care activity
C  Care/surveillance/monitoring needed 7 Stage [T 51-70 Partly compensatory Actions performed
D Frequent administration of meds Early Chronic  to support patient until self-care activity is
and/or treatment  Maximum assist 5 Stage IIT 31- 50 possible or performed with patient and
Late Chronic significant other until significant other 15
able to complete care procedures
TOTAL RATING Stage IV 0-30 Wholly compensatory Patient is
STAGE OF DISEASE Terminal completely dependent on nursing actions
In order to refer for AIDS/HIV waiver services, patient must be Stage I1 - IV and be determined to require institutional
services if AIDS/HIV waiver services are not offered
DMAS 113-A-1 (rev 9/93)
FROVIDER

Sample DMAS 113A Medicaid HIV Waiver Services Pre-Screening Assessment
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[IL_Medical Condition:
1 Attending Physician: Address:
Phone # Pharmacy: Phone #
2. Primary Diagnosis: Date of Onset

3 Other Diagnoses & Dates of Onset:

4 Check any of the following conditions affecting the diagnoses and necessitating requested services:

Wasting Syndrome ___~ Dsyphagia _ Dementia Debilitating weakness __
Mental disorder Decubitis Pain Skin Lesions
Other

5. Describe recent medical history, including frequency of Physician/Clinic/Hospital visits:

6. Lab Work White Cell Count CD-4 count Percent HH
Serum Albumin Other
7. Medications: Name Frequency Route of Administration Dosage

8 Nursing Care Needs: Check any that apply, note any others not indicated and provide any necessary description

IV, IM, SC injections daily ___ IV or Hyperal Therapy ___ NG, PEG, Gastrostomy feedings
Daily Sterile Dressing __ StageIllor IV Decubitus __ Skilled 24 hour nursing
Intermittent Injections  ___ Oral, Topical, Instilled meds ___ Supervision of tube feeds, self care
DMAS 113-A-2 (rev 9/93)

PROVIDER

Sample DMAS 113A Medicaid HIV Waiver Services Pre-Screening Assessment
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IV, Nutritional Status: A complete nutritional assessment must be completed

Current GI Physiology:

Mouth lesions of more than 3 days duration, preventing chewing
Presence of esophageal ulcers

Difficulty swallowing
Vomiting, frequency
Diarreha, frequency
Other specific enteropathy that requires modification;

NANRR

Other Conditions affecting individual's eating patterns:
CNS infection

AIDS encephalitis

Impaired motor ability

Infection/febrile illness

Medication side effects

Emotional Stress

RERER

Weight Loss:

Nutritional Needs:

Ability to Prepare Own Meals?

Access to Others who can prepare meals?

SUMMARY: Provide a summary statement regarding whether this individual is at risk of institutional placement if HIV
Waiver services are not offered. Statement must be supported by assessment information gathered.

DMAS 113.A3 (rev 593)
PROVIDER

Sample DMAS 113A Medicaid HIV Waiver Services Pre-Screening Assessment
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MEDICAID HIV WAIVER SERVICES PRE-SCREENING PLAN OF CARE

Name: Medicaid Number:

I._SERVICE NEEDS: Note services currently received & who is providing & services needed & potential provider

Currently Service  Refer To
Received  Provider Needed  Provider

Activities of Daily Living
Housekeeping

Living Space
Meals/Nutritional Supp.
Shopping/Laundry
Transportation
Supervision

Medicine Administration
Financial

Legal Services

Child Care

Foster Care

Dental
Counseling/Therapy
Substance Abuse Treatment
Health Education
Support Groups
Buddies/Companions
Home Health
Rehabilitation
Outpatient Clinic
Equipment/Supplies
Physician

Hospice

Laboratory Services
Other

II._MEDICAID HIV R SERVICES: The following services are authorized to prevent institutionalization
CASE MANAGEMENT: Provider- Date Referred:

NUTRITIONAL SUPPLEMENTS: Physician’s Order Attached Authorization Form to Recipient

PERSONAL CARE Provider. Date Referred

PRIVATE DUTY NURSING Provider Date Referred

RESPITE CARE. Reason Requested:
Provider: Type of Respite: _ Aide _ LPN RN Date Requested

1 have been informed of the available choice of providers and have chosen the providers noted above:

Medicaid Recipient Date PAS Staff Date

DMAS 113-B (rev 993)

PROVIDER COPY

Sample DMAS 113B Medicaid HIV Waiver Services Plan of Care
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MEDICAID FUNDED LONG-TERM CARE SERVICE AUTHORIZATION FORM

I. RECIPIENT INFORMATION:

Last Name: First Name: Birth Date: £ A

Social Security Medicaid ID Sex:
II. MEDICAID ELIGIBILITY INFORMATION:

Is Individual Currently Medicaid Eligible? I:’ Is Individual currently Auxiliary Grant eligible?
1="Yes 0=No |:|
2 ="Not currently Medicaid eligible, anticipated within 1= Yes, or has applied for Auxiliary Grant
180 days of nursing facility admission OR within 45 days 2 =No, but is eligible for General Relief
of application or when personal care begins.
3 =Not currently Medicaid eligible, not anticipated Dept of Social Services:
within 180 days of nursing facility admission (Eligibility Responsibility)
If no, has Individual formally applied for Medicaid? D {Services Responsibility)
0=No 1= Yes
T11. PRE-ADMISSTON SCREENING INFORMATION: (to be completed only by Level I, Level IT, or ALF screeners)
MEDICATD AUTHORIZATION LENGTH OF STAY (If approved for Nursing Home)
Level of Care 1= Temporary (less than 3 months)
1 =Nursing Facility Services 2 = Temporary..(less than 6 monthg) |:|
2 =PACE/LTCPHP I:I 3 = Continuing {more than 6 months)
3 =AIDS/HIV Waiver Services § = Not Applicable
4 =Elderly or Digabled with Consumer Direction Waiver NOTE: Physicians may write progress notes to address
11 = ALF Residential Living the length of stay for individuals moving between Nursing
12 = ALF Regular Assisted Living Facility and the EDCD Waiver. The progress notes
14 = Individual/Family Developmental Disabilities Waiver should provided to the local departments of social services
15 =Technology Assisted Waiver Eligibility workers.
16 = Alzheimer’s Assisted Living Waiver
NOTE: Authorization for Nursing Facility or the Elderly or LEVEL IVALF SCREENING IDENTIFICATION
Disabled with Consumer Direction Waiver is interchangeable. Name of Level I/ALF screener agency and provider number:

Screening updates are not required for individuals to move 1
between services because the altemate institutional placement ’

is the same. Alzheimer’s Assisted Living Waiver’s altemate D D D D D D D D D D
institutional placement is a nursing facility, however, the individual

must also have a diagnosis of Alzheimer’s Or Alzheimer’s Related
Dementia and meet the nursing facility criteria to qualify.

2
S OO0O0000000
§ = Other Services Recommended
9 = Active Treatment for MI/MR Condition
0 =No other services recommended

LEVELII OR CSB 101B ASSESSMENT DETERMINATION
Targeted Case Management for ALF Name of Level IT OR C8B Screener and ID number who have comple

Ji==NoT 1= Yes the Level IT or 101B for a diagnosis of MI, MR, or RC.
Assessment Completed

1 = Full Assessment 2 = Short Assessment

i
e OOoO0o00000
ALF provider number:

ALF admit date: 0 = Not referred for Level IT OR 101B assessment
1 = Referred, Aciive Treatment needed
SERVICE_“ AVAILABILI_TY 2 o 2 = Referred, Active Treatment not needed
1= Che.nt on V@tmg hSt_ for service .authunzed I:I 3 = Referred, Active Treatment needed but individual chooses
2 = Desired service provider not available

Did the individual expire after the PAS/ALF Screening decision but

3 = Service provider available, care to start immediately beFore setviceswere reveivedd 1 = Vos. 0 =No I:I

SCREENING CERTIFICATION - This authorization is appropriate to adequately meet the individual's needs and assures that all
other resources have been explored prior to Medicaid authorization for this recipient.

I S |
Level I/ALF Screener Title Date

T
Level VALF Screener Title Date

AT B (—
Level I Physician Date

DMAS 96 (revised 10/06)

Sample DMAS 96 Medicaid Funded LTC Pre-Admission Screening Authorization
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VIRGINIA UNIFORM ASSESSMENT INSTRUMENT

Dates: Screen RIS ! CAETSR AN
o Assessment P S
IDENTIFICATION/ BACKGROUND Reassessment ___ /[

Name & Vital Information

Client Name: Client SSN: i 5
(Last) (First) (Middle Imtial)
Address:
(Street) (City) (State) (Zip Code)
Phone: ( ) City/County Code:
Directions to House: Pets?

Demographics

Birthdate: S/ / Age: ___ Sex: __Maleo __ Female1
(Month) (Day) (Year)

Marital Status: __ Marnedo ___ Widowed1 ___ Separated2 ___ Divorced3 ___ Smgle4 ___ Unknown9

Race: Education: Communication of Needs:

— Whate o — Less than High School 0 —— Verbally, Enghsh o

— Black/African American 1 —— Some High School 1 — Verbally, Other Language 1

—— American Indian 2 —— High School Graduate 2 Speaify

—— Oriental/Asian 3 —— Some College 3 —— Sign Language/Gestures/Device 2

—  Alaskan Native 4 — College Graduate 4 — Does Not Communicate 3

— Unknown 9 —— Unknown 9 Hearing Impaired?

Ethnic Onigin Specify

Primary Caregiver/Emergency Contact/Primary Physician

Name: Relationship:

Address: Phone: (H) o
N Relationship:

Address: Phone: (H) (W)
Name of Primary Physician: Ph

Address:

Initial Contact

Who called:

(Name) (Relation to Chent) (Phone)

Presenting Problem/Diagnosis:

D Virgima Long-Term Care Council, 1994 UAIPartA 1

Sample Virginia Uniform Assessment Instrument
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CLIENT NAME:

Client SSN: - -

Yes 1

Case Management
Chore/Compamon/Homemaker
Congregate Meals/Semor Center
Financial Management/Counseling
Friendly Visitor/Telephone Reassurance
Habilitation/Supported Employment
Home Delivered Meals

Home Health /Rehabilitation

—— Home Repairs/Weatherization
Housing

Legal

Mental Health (Inpatient/Qutpatient)
Mental Retardation

Personal Care

Respite

-, —  Substance Abuse

Transportation

Vocational Kehab/Job Counseling
Oither

‘I" ,.m’u*.— g ii, - .t
Teiuere Syt i s chls i Shpili G

$20,000 or More ($1,667 or More) 0
$15,000 - $19,999 (51,250 - $1,666) 1
$11,000 - $14,999 (§ 917 - $1,249) 2
$ 9,500 - 510,999 (% 792-%5 916)3
$ 7000-8 9499 (5 583 - % 791)4

$ 5500-% 6,999 (% 458 -% 582)5
$ 5,499 or Less ($ 457 or Less) &

Unknown 9

Number in Famuly umt,

Optional. Total monthly famly mconte

Do you currently use any of the following types of services?
Check All Services That Apply

Adult Day Care
Adult Protective

Do you currently receive income from...7
Noo Yes:

Optional  Amount
Black Lung,

Pension, —

Social Secunity,
S81/SSDI,
VA Benefits, ___
Wages/Salary,
Other,

© Virgina Long-Term Care Council. 1994

Provider/Frequency:

Do you receive any benefits or entitiements?

Noo

Noo

Yes 1

Yes

Financial Resources

What types of health insurance do you have?

Legal Guardian,
Power of Attorney,

Representative Payee,
Other,

Auxihary Grant

Food Stamps

Fuel Assistance

General Rehef

State and Local Hospitalization
Subsidized Housing

Tax Relief

Medicare, #

Medicaid, #_

Pending QO Noo O yess
ameisime [ Noo U veso

All Other Public/Private

UAI Part A 2

Sample Virginia Uniform Assessment Instrument

Confidential and Proprietary
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| CrLienT NAME: Client 55N: - -

Physical Environment

Where do you usually live? Does anyone live with you?

Alone | Spouse 2 Other » Names of Persons in Household
— House Owno
S House Rent 1
—  House UOther 2
— Apartment 3
— Rented Room 4

Name of Provider Admission Provider Number
(Place) Date (1f Applicable)

——  Adult Care Residence 50

—  Adult Foster 60

—  Nursing Facility 70

Mental Heallh/
——  Retardation Facility so

——  Otherso

Noo Yesi Check All Problems That Apply Describe Problems:
—— —— Barners to Access
—— —— Elecirical Hazards
—— —— Fire Hazards/No Smoke Alarm
—— Insufficient Heat/Air Conditioning
——  —— Insufficient Hot Water/Water
—— ——  Lack of/Four Tuilet Facilities (Inside/Outside)
—— —— Lack of/Defective Stove, Reingerator, Freezer
—— —— Lack of/Defective Washer/Dryer
—— —— Lack of /Poor Bathing Facilities
—— —— Structural Problems
—— — Telephone Not Accessible
—— —— Unsafe Neighborhood
—— —— Unsafe/Poor Lighting
——  —— Unsasmitary Conditions

— = COther:

© Virgiia Long-Term Care Council, 1994 UAlI PartA 3

Sample Virginia Uniform Assessment Instrument
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[CLIWNAME: Client SSN: = o i l A

e FuNCTIONAL STATUS (Check only one block for each level of functioning)
MH Only 10 HHOmyz U MH&HHI 7
Mechanical Help Human Heip

Performed ©° IsNmt °

Physrcal Physical B
Sapervision | | Assistance 2 | Supervivion 1| Assistance 2 |

Needs Tncontinent External Device/ 1 L
Help?

Less than weekly | Weekly or more 3 Mot self care 4 Not self care 8 Not s¢lf care &

Bowel
Bladder

Comments;

MH Only 10 HH Only 2 | MHanns
Mechanical Help Human Help

Physical
] Supervision | | Assistance 2 | Supervision 1

ot

Meal Preparation

Housekeeping

Laundry

Money Management

Transpartation

Shopping
Using Phone | i SN A
| — Continue with Section 0 0 —— Yo, Service Referrals 1 — Yes, No Service Referrals 2
Home Maintenance | Sc Agency:
© Virginia Long-Term Care Council, 1994 UAI PartA 4

Sample Virginia Uniform Assessment Instrument
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| CrienT Name: Client SSN: -

e PHYsicAL HEALTH ASSESSMENT

Professional Visits/Medical Admissions

Doctor’s Namel(s) (List all) Phone Date of Last Visit Reason for Last Visit

Admissions: In the past 12 months, have you been admitted to a . . . for medical or rehabilitation reasons?

Admit
Noo| Yes1 Name of Place Date Length of Stay/Reason

Hospital

Nursing Facility

Adult Care Residence

Do you have any advanced directives such as ... (Who hasit... Whereisit...)?

Noo Yes) Location
it e Living Will,

. =s Durable Power of Attorney for Health Care,
e =5 Other,

Diagnoses & Medication Profile

‘Do you have any current medical problems, or a known or suspected diagnosis of mental Diagnoses:
retardation or related conditions, such as ... . (Refer to the list of diagnoses)? Alaffeobmntioiviaares Kbure )

Current Diagnoses Date of Onset

Enter Codes for 3 Major, Active Diagnoses: Noneoo ____ DXI1 DXz ______ DX3 Autism (11
Current Medications Daose, Frequency, Route Reason(s) Prescribed
(Include Over-the-Counter) Atnda 0

® N s W
|

1)
g
f
5

S i Other Neurological Probiems 09)

Total No. of Medications:

(11 0, skip to Sensory Function) Total No. of Tranquilizer/Psychotropic Drugs: — Dispadians 06)

Do you have any problems with medicine(s}...? | How do you take your medicine(s)? Pucaiuilicy Dinimber 005

Noo Yes! ——  Without assistance 0
= —  Adverse reachions/allergies Admimistered /monitored by lay person | Black Lung 08

= _ Cost of medication ——  Adpumstered /montored by professional Pruumonsa )
——  —— Getling to the pharmacy nursing staff 2 h_h:-m

— _— Taking them as instructed /prescribed | Describe help

1400
Othier Liglaary/Heproductive Problems 41 |
All Other Probless 47

© Varginia Long-Tern Care Council, 1994 UAIPartB 5

—  —  Understanding directions / schedule Name of helper

Sample Virginia Uniform Assessment Instrument
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| CrLienT NAME: Client SSN: - -

Sensory Functions

No Impairment 0 Impairment Complete Loss 3 Date of Last Exam
Record Date of Onset/Type of Impairment
Compensation | No Compensation 2
Vision
Hearing
Speech

Physical Status
Pl B S —
—  Within normal limits or instability corrected 0

—  Limited motion 1

——  Instability uncorrected or immobile 2

any banes

. Lost voluntary movement of any I

e & )

Fractures/Dislocations Missing Limbs Paralysis/Paresis
—  None 000 —— None noo — None 000
— Hip Fracture 1 —— Finger(s)/Toe(s) 1 — Partial 1
—— Other Broken Bone(s) 2 — Armi(s)2 —— Total 2
— Dislocation(s) 3 —— Legls)3 Describe:
— Combination 4 — Combination 4 s — s
Previous Rehab Program? Previous Rehab Program? Previous Rehab Program?
— No/Not Completed 1 — No/Not Completed 1 — No/Not Compieted 1
4 e — Yen2 — Yes2
Date of Fracture/Dislocation? Date of Amputation? Onset of Paralysis?
—— 1YearorLesst —— 1YearorlLess1 —— 1Yearor Less
—— More than 1 Year 2 —— Morethan 1 Year 2 — More than 1 Year 2
Height: = Welghb e ——_ - = Recent Weight Gain/Loss: —— Noo —_ Yes
(inches) (Tbs.) Dicirber - R .
Are you on any special diet(s) for medical reasons? Do you have any problems that make it hard to eat? |
—— MNoneo Noo Yes:
—  Low Fat/Cholesterol 1 —— —— Food Allergies
—  No/Low Salt 2 — —  Inadequate Food/Fluid Intake
— No/Low Sugar 3 ——  — Nausea/Vomiting/Diarrhea
—r Combination/Other 4 —— —— Problems Eating Certain Foods
Do you take dietary supplements? —— ——  Problems Following Special Diets
__ Noneo —— ——  Problems Swallowing
—— Occasionally 1 —— ——  Taste Problems
— Daily, Not Primary Source 2 -~ —— Tooth or Mouth Problems
—  Daily, Primary Source 3 s Other: —
—— Daily, Sole Source 4
© Virginia Long-Term Care Council, 1994 UAIPartB 6

Sample Virginia Uniform Assessment Instrument
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CLIENT NAME:

Client SSN: -

ic

Current Medical Serv

es

s i e e i

NoD Yesi

Frequency

Occupational

Ph ‘rsi cal

Reality/Remotivation —

Respiratory

Speech
Other

Location(Size

None o

Stage 11

Stage il 2

Stage I1I3 __
Stage IV4

Medical/Nursing Needs

Based on client's overall condition, assessor should evaluate medical andfor

If yes, describe ongoing medical/nursing needs:
1

— Noon

Evidence of medical instability.

2. Need for observation/assessment to prevent destabilization.
3. Complexity created by multiple medical conditions,
4

. Why client’s condition requires a physician, RN, or trained nurse’

Site, Type, Frequency

Bowel/Bladder Training
Dialysis
£ Dressing/Wound Care
Eyecare
Glucose/Blood Sugar
Injections/IVTherapy —
Oxygen .

Radiation/Chemotherapy
Restraints (Physical/Chemical)
ROM Exercise
Trach Care/Suctioning
Ventilator
Other:

nursing needs.

— Yes

s aide to oversee care on a daily basis.

Comments:

Optional: Physician's Signature:

Date

Others

Date

© Virginia Long-Term Care Council, 1994

iSignature /Title)

-

UAI PartB 7

Sample Virginia Uniform Assessment Instrument
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| CLIENT NAME: Client SSN: - - ]

0 PsyYcHO-SOCIAL ASSESSMENT

Cognitive Function

Orientation (Note: Information in italics is optional and can be used to give a MMSE Score in the box to the right.)

* Please tell me your full name (so that I can make sure ous record is correct). i -
[
B : B)

—— Oriented © Spheres affected:
—— Disoriented - Some spheres, some of the time 1 e S
—— Disoriented - Some spheres, all the time 2

—  Disoriented - All spheres, some of the time 3

__ Disoriented - All spheres, all of the time 4

. Comatose 5

R

Nod Yesi
—— — Short -Term Memory Loss?

—— —— Long-Term Memory Loss?

o = Judgement Problem?

Behavior Pattern

——  Appropriate 9

——  Wandering /Passive - Less than weekly 1

—  Wandering/Passive - Weekly or more 2

—  Abusive/Aggressive/Disruptive - Less than weekly 3
= .‘\busive}/\ggreﬁ-;ivrfDiﬁrup!ive - Weekly or more 4
—— Comatose 5

Type of inappropriate behavior: _ Source of Information:

Life Stressors

Yes 1

No 0 Yes|
. Change in work/employment —— —— Financial problems — —— Victimofa crime
—— — Death of someone close ——  ——  Major illness - family/friend —  —— Failing health
—  — Family conflict —  —  Recent move/relocation e eI e A g e
© Virginia Long-Term Care Council, 1994 UAl PartB 8

Sample Virginia Uniform Assessment Instrument
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I CLIENT NAME: Client SSN: -

Emotional Status

Mos! of Unable to
the Time 3 Assesso

Rarely/ Some of

Never 0 the Time 1 Often2

Feel anxious or worry constantly about things?

Feel irritable, have crying spells or get upset over little things?

Feel alone and thal vou didn’t have anyone to talk to?

Feel like you didn’t want to be around other people?

Teel afraid that something bad was guing to happen to you
and /or feel that others were trying to take things from you
or trying to harm you?

Feel sad or hopeless?

Feel that life is not worth living . . . or think of taking your life?

See or hear things that other people did not see or hear?

Believe that you have special powers that others do not have?

Have problems falling or staying asleep?

Have problems with your appetite . .. that is, cat too much or
too little?

Comments:

ycial Status

Describe

—  —  Solitary Activities,

~—— —— WithFriends/Family,

—— ——  With Groups/Clubs, i

——  — Religious Activities,

!

Children Other Family Friends/Neighbors

—— NoChildren 0 —— No Other Family 0 — No Friends/Neighbors 0
—— Daily 1 —— Daily 1 —— Daily 1

—  Weekly 2 — Weekly 2 —  Weekly 2

—— Monthly 3 —— Monthly 3 —— Monthly 3

—  Less than Monthly 4 —— Less than Monthly 4 —— Less than Monthly 4
—— Never 5 —— Never 5 —— Never s

Are you salisfied with how often you see or hear from your children, other family and/or friends?

—— Noo = Yes |
© Virginia Long-Term Care Council, 1994 UAIPartB 9

Sample Virginia Uniform Assessment Instrument
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CrienT NAME: Client SSN: - - J

Hospitalizati Icohol - Dru

— Noo __ Yesi

Name of Place %d:::l Length of Stay/Reason

— Never o __ Never o
—— At one time, but no longer 1 —— At one time, but nolonger 1
— Currently 2 —— Currently 2

How much: How much:

How often: How often:

If the client has never used alcohol or other non-perscription, mood altering substances, skip to the tobacco question.

— Noo ___ Yes) Noo Yes1 Noo Yes1
Describe concerns: —— ——  Prescription drugs? — —— Sleep?
—— —— OTC medicine? — —  Relax?
—r  —— Other substances? — ——  Getmore energy?
——  —— Relieve worries?
Describe what and how often:
—— —— Relieve physical pain?
Describe what and how often:

—— Never 0
—— Atone time, but no longer 1
—— Currently 2

How much:

How often:

© Virginia Long-Term Care Council, 1994 UAIPart B 10

Sample Virginia Uniform Assessment Instrument
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[ CLENT NAME: Client SSN: - - 1

6 ASSESSMENT SUMMARY

Indicators of Adult Abuse and Neglect: While completing the assessment, if you suspect abuse, neglect or exploitation, you are
required by Virginia law, Section 63.1 - 55.3 to report this to the local Department of Secial Services, Adult Protective Services.

river Assessment

— No 0 (Skip to Section on Preferences) — Yesi

——  With client 0
—— Separate residence, close proximity 1
Separate residence, over 1 hour away 2

—— Adequate to meet the client’s needs? 0

Not adequate to meet the client’s needs? 1

—— Notatall o

—— Somewhat 1

—— Very much 2

Preferences

Client’s preferences for receiving ded care:

Family/Representative’s preferences for client’s care:

Physician’s comments (if applicable):

® Virginia Long-Term Care Council, 1994 UAI PartB 11

Sample Virginia Uniform Assessment Instrument

Page 77 First Health Services Corporation



Input Control- VaMMIS Procedure Manual

| CrLiEnT NAME: Client SSN: - - _1

Client Case Summary

Unmet Needs

No 0 Yes 1 (Check All That Apply) Noo Yes1 (Check All That Apply)
— —— Finances — ——  Assistive Devices/Medical Equipment
—— w— Home/Physical Environment —— —— Medical Care/Health
= ADLS —— «—— Nutrition
— —— lADLS ~ ——  Cogpnitive/Emotional
—— ——  Caregiver Support

Assessment Completed By:

= B < - Sectionis)
Assessor’'s Name Signature Agency/Provider Name Provider# Completed
Optional: Case gned to: e ——— i b e el i SRR R o P SR SRS
© Virginia Long-Term Care Council. 1994 UAI Part B 12

Sample Virginia Uniform Assessment Instrument
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MATERNITY RISK SCREEN
The risk screen is designed to capture high risk pregnant women as identified by the BabyCare program. Risks must not

be allered. Please check all risks that apply to the recipient and make the appropriate referral(s).

PatentName =

A. MEDICAL

1. Hypenrtension, chronic or preg. induced

2. Gestational diabetes/diabetes

3. Multiple gestation (twins, triplets)

4. — Previous preterm birth < 5% Ibs.

5. Advanced maternal age, > 35 yrs.

6. Medical condition, the severity of which
affects pregnancy, document below

7. Previous fetal death

B. SOCIAL

1. Teenager 18 yrs or younger

2. Non compliant with medical directions

or appointments
3. Mental retardation or history of

emotional/mental problems

Medicad# ___ EDC _
Substance abuse # days/week # imes/day
used used
B. Alcohol M

9. Cocainelcrack

10. Narcotics/heroin

11, Marijuana/hashish oy

12. Sedatives/
tranquilizers

13. Amphetamines/
diet pills

14. Inhalants/glue P S S,

15. Tobacco/cigaratte

16. Other, please
specify

Abuse/neglect during pregnancy

Shelter, homeless or migrant

C. NUTRITION

1. Prepregnancy underweight/overweight Obstetrical or medical condition requiring
inadequate or excessive weight gain diet modification, document condition below

3. Poordiet or pica Teenager 18 years or younger

REFERRALS

1. Care Coordination 2. Nutritional Counseling 3. Homemaker 4. Parenting/Childbirth Class

5 Glucosa Monitor with nutrition counseling Smoking Cessation 7. Substance Abuse Treatment

8. No Care Coordination

PROVIDERS COMMENTS OR SUGGESTIONS

SIGNATURE/TITLE SCREENINGDATE

SIGNATURE PRINTED PROVIDER #

DMAS 18 Rev 853 FavAzaTen

Referral to High-Risk Care Coordination

Sample MICC Maternity Risk Screen
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VIRGINIA DEPARTMENT OF MEDICAL ASSIST ANCE SERVICES
INFANT RISK SCREEN

Research supportsthe fact that indigent mothersand their high rigk infants often need a combination of medical and

non-medical servicesto assure positive intant health.
The risk screen is designedto capture high risk nfants as identified by the BabyCare Program. Risks mus not be

altered. Please check all risks that apply to the recipient andmake the appropriate refemral(s).

Patient Name: VMAP ID#

Parent /Guardian Name:

Patient Address:

A MEDICAL

__ Diagnosed development aly __Medical high risk infant andpediaric care needed
delayedmewologically impaired but not available 24 hours a day

__ Diagnosed medically significant genetic
condition (including sickle cell disease)

_ Birth Weight 1750 grams (31bs., 14 oz) or less

_ Chronic illness

__ Diagnosed with fetal alcohol syndrome (FAS)

B. SOCIAL

_ Parent/guardian mmable to communicae due to
language barriers (e.g. non-English speaking,
illiterate )

_ Maternal absence (illness, incarceration,
abandonment )

__Parental subst ance abuse/addition (only
mncludes faherif living in home)

__ Caregiver'shandicap presents risk to infant
{physical impaired, hearing impaired,
vision impaired)

C. NUTRITION

_ Congenial abnormalities affecting abiliy to
feed or requiring pecial feeding techniques;
poor sucking, severe or continuing diarthea or
vomiting other conditions requiring diet
modificaion.

D. REFEERRAL

__ Care Coordmnation

__No Care Coordinaion - Wha services will the recipient receive?

PROVIDER CCMMENT S OR. SUGGESTIONS

__Medical condition(s) the severity of which requires
care coordination (documnent medical condition below)

_ Bom exposedto anillegal drug in 1t ero

_ Failwe to thrive of flatening of growth curve

~ Caregiver mental illness/mental ret arda ion
__Shelter, homeless or migrant worker

_ Mother 18 yearsoryo  unger

_ Higory of suspeded abuse/orneglect

_ 2Non compliant with follow-up visit s/screening

visit & andmedical direction for this infant.

_ Inadequate diet

SIGNAT URE/T ITLE

SIGNAT URE PRINTED

PROVIDER #

SCREENING DATE o

Sample MICC Infant Risk Screen

Confidential and Proprietary
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VIRGINIA DEPARTMENT OF MEDICAL ASSISTANCE SERVICES
MATERNAL and INFANT CARE COORDINATION RECORD

1. Last Namg‘J 2. First Name © 3. M1 ©
4. Street Address @) 5. City®) 6. State ©J 7. Zip (@
8 Medicad# ¢ 9 Birthdate ¢) - -

10 [
*#10. Occupatio%:)(circlc ong) 0 1 2 9 *#11. Marital S};j)tus (circleone) O 1 9 *¥12, I:Zf@ation l@vcl (circleone) 0 1 2 %B

13.# of Live Births (12) 14. Abortions ____(1n) 15. Miscarriages 16. Stillbirths -
17. EDC - - D) 18. Wks gestation when prenatal care began @®
19. Provider Namb@ 20. Provider @ 21.Visit Date @ - -
Psychosychosocial Assessment YES NO dk‘s NO dF‘s NO
22, Conflictviolence inhom&> 28 Insufficint funds for food & 34. Caregiver handicap =
23. Poor support system @9_ _ 29 Transportation need Fami] _35. Maternal absence G‘ZJ_ o
24, Poorly Motivated @) 30 Neglect/Abuse @) __ 36 Protective services G
25, Religious/ethnic factors 31. Childeare needs/poor parenting 37. Poor Emotional bonding

affecting pregnancy S knowledge/pregnancy infor. (3 @
26. Housing needs @) __ 32 Multiple Medical Providersz o
27, Family has urgent 33. Mental retardation/

health needs e emotional problems @
General Medical Assessment YE.";E—Bl\EO Ylf@ NO YES P}é}
38, Multiple gestation L)_ 42, Genetic Disorder _~ 45 Infant chronic illness N~
39. Prior preterm <5 1/2 [b. @9: 43 Previous fetal/infant death 46. Development delay 3 o
40. Advanced maternal age =35 (o) or infant morbidity @) 47.Infant Apnea @&
41. Medical condition affecting 44. Previous poor pregnancy 48. Birth weight <3lbs 1402

pregnancy/infant @ experience - medical @) O]
Nutritional Assessment YES NO YES NO YES NO
49. Prepregnancy overwgl. :(4‘?] 54, Poor basic diet info (5 o 59. Anemia B
50. Prepregnancy underwgt. = 55. Special diet/formula prescribed  57) 60, Inadequate sucking w0 "
51, Excessive Nausea/Vomiting D) 56. Medical condition affects die(®) _\ 61. Breast feeding problems (D)
52. Excessive wgt. gain 62 57. Inadequate cooking facility (D) 62. Poor use of
53, Inadequate wet. gain (D) 58. Mother age 18 or younger ) special formula &
Substance Abuse Usage at Current Time

days/week times/day days/weck times/day days/week times/day
63. Alcohol (D) (4)  66. Marijuana/hashish (i) ~. 69 Inhalants (%) ;
64. Cocaine/crack D ‘4o, 67. Sedatives/tranquilizers @ 0. Tobaccoa’ci% @, ©,
65. Narcoticsa’haroirﬁcodcim@ ® 68. Amphetamines/diet pi@ @ 71. Other g @
Substance Abuse Usage Prior To Start OF Pregnancy
davs/week timesjday dousiweek times/day davsiweek times/dgs.

72. Alcohol &) 75, Marijuanahashish 78. Inhalants @ d%:—‘)
73. Cocaine/crack D) 76. Sedarivesxi‘mnqmﬁze 79. Z‘bbaccoz’ci_@ D)
74. Narcotics/heroin/codeindzs) () 77 Amphetamines/diet pis1) @) 80. Other @ )

%1. Significant Findings @)
100 =
(D) @)
82. COORDINATOR'S SIGNATURE 83, DATE - -
Appendix A: Input Forms 2.A-33
INSTRUCTIONS: This form is to be completed on the initial home visit for all BabyCare recipients. Items in italics apply to pregnant women only.

Items in normal type apply to both women and infants. Items in bold apply only to infants. ** See explaination of codes on reverse of form.
DMAS-50 rev. 9/96

Sample VDMAS Maternal and Infant Care Coordination Record
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VIRGINIA DEPARTMENT OF MEDICAL ASSISTANCE SERVICES
PREGNANCY OUTCOME REPORT

1. Last Name | 2. First Name } 3. ML 4. Other Name
5. Date of Birth (month/day/year) 6. City/County of Residence ) 9. Provider L.D. #
7. Race: 1. White 3. American Indian 5. Hispanic 10. Provider Name & Address
2. Black 4. Asian 6. Other =
8. Medicaid LD. # o Previous #f if applicable
11. Enter number of reason recipient is no longer reguiring service: Date Closed:
1. Pregnancy ended 4, Lost o follow-up 7. Died
2. Dropped out of prenatal care 5. Eligibility cancelled 8. Mowved B
3. Transfer to other MICC agency 6. Problem resolved 9. Dther (Specify): B

12.. Pregnancy OQutcome:
Instructions: Enter pregnancy outcome number only if the answer to item 11 is “1 - PREGNANCY ENDED”
1. Live birth 3. Therapeutic abortion 5. Fetal death
2. Spontaneous abortion 4. Elective ahortion 6. Other:

13. Infant’s Live Birth Data
Instruction: Complete item 13 only if answer to item 12 is “1 - LIVE BIRTH"

INFANT #1 INFANT fi 2
Birth Weight lbs. and oes. 17.  Is the infant receiving WIC services?
Birth Date Yes No
APGAR Score 1 min. o 18 Bnter # of weeks of gestation when mother
5 min, began prenatal Care:
19, Total # of prenatal visits by mother
t4. Weeks of gestation at time of birth during this pregnancy:
20.  Did mother receive WIC during
15, Infant Risk Screen Yes No Pregnancy?
a. Has Physician completed risk screen? o Yes No
b. Ifves, was the infant classified as “ high
risk™? .
c. If yes, has the infant been referred to Care 21, Did mother receive postpartum or family
Coordination planning exam?
d. Ifyes, was the infant born with morbidity? s Yes No

16. Infant receiving EPSDT services

11. Client Needs
Instructions: Indicaie needs that were met through Care Coordinator assistance by entering 1 in appropriate space(s). Indicate
client needs that were not met at the completion of Care Coordination by entering “27 in appropriate space(s).

1. Child Care 5. Homemaker Serv. 9. Psychological 13. Smoking Cessation
2. Food Stamps 6. Home Health Serv, B 10. Job Training 14, Glucose Monitoring
3. Housing 7. Employment 11. Transportation 15, Parenting/Childbirth
4, Nutrition Serv. 8. School Enrollment 12, Substance Abuse

’ =, Treatment

23, Substance abuse at time of delivery
Instructions: Ttem 23 must be completed if substance abuse was indicated on the Care Coordination Record (DMAS-50)

# Days/ # Times/ # Days/ # Times/

Week Day Week Day
Alcohol Amphetamines/Diet Pills ~
Cocaine/Crack Inhalants/Glue _
Narcotics/Heroin . Tobaceo/Cigarelies
Marijuana/Hashish Onher (Specify)
Sedatives/Tranquilizers

Coordinator’s Signature Date 5

DMAS-33  rev. 3/03

Sample VDMAS Pregnancy Outcome Report
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VIRGINIA DEPARTMENT OF MEDICAL ASSISTANCE SERVICES
INFANT OUTCOME REFORT

1. Last Name 2. First Name 3, ML 4, Other Name

3. Date of Birth (mo/day/year) 6. City/County of Residence 9. Provider 1., #

7. Race: 1. Whitt 3 American Indian 5. Hispanic I 10. Provider Name & Address
2. Black 4. Asian 6, Other

8. Medicaid 1.D. # Previous # (if applicable) f

11. Enter the infant's birth weight and Apgar scores:

A Birth weight:  Ibs. o B. Apgar: 1 min. 5 min.
12. Enter reason infant is no longer receiving Care Coordination Services: Date "3
1 - Reached age two 4 - Lost to follow-up 7 - Died closed: B

2 - Dropped out of well-child care 5 - Eligibility cancelled 8 - Moved
3 - Transfer to other MICC agency 6 - Problem resolved 9 - Other

Instructions: Complete items 13 & 14 only if answer to item 12 is “Died”

13. Enter the infant’s age at death (months and weeks) maonths weeks

14. Enter primary cause of infant's death:
1 - Accident 2 - Congenital abnormality 3 - Birth trauma 4 - Non-congenital illness

Instructions: Complete items 15 through 17 if answer to item 12 is “Died” or “Reached Age Two”

15. Enter total number of prenatal visits by mother during this pregnancy: J

16. Enter number of weeks of gestation when mother began care: |

17. Indicate if mother received Care Coordination Services during this pregnancy:
1-Yes 2-No

Instructions: Complete items 18 through 22 only if answer to item 12 is “Reached Age Two™
18. Enter child’s health status at age two:

1 —Normal health & development 2 - Developmentally delayed

3 — Congenital abnormality 4 - Non-congenital disease

19. Enter child’s living situation at age two:

1 — With parent/guardian 2 - Foster care placement 3 — Long term care facility

20. Enter total number of EPSDT visits during first two years:

i

21. Indicate if child is receiving WIC benefits 1-Yes 2-No |

22, Enter child’s height and weight at age two:
Hesght: . in. Weight;  [bs. 0.

23, Client Needs
Instructions:  Indicate needs that were met through Care Coordinator assistance by entering *Y™ (Yes) in the appropriate
block(s). Indicate clients needs that were not met st the completion of Care Coordination Services by entering
“N™ (No) in the appropriate block(s);

]_ ] 1. Child Care 4. Nutrition Counseling |4 Employment _[ 1. Job Training

D 2. Food Stampsl 5. Parenting Education | 8. Counseling 11. Transportation
| 3. Housing _'| 6. Home Health Services |:| 9. School Enrollment

Coordinator’s Signature Date

DMAS — 34 Rev, 3/03

Sample VDMAS Infant Outcome Report
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Appendix B Control Logs

Form Name Page
No X-Ray Form 874
Documents Not Found 88
Documents That are Not Readable 89
Same ICN Number but Difference Documents 90
ID Cards Log 91
Special Batch Log 92
Priority Batch Log 93
Category Il Check Log 94
Category |11 Check Log 9
TDO & ECO Tracking Log 963
Medicaid Mail Control Missing Number Log 97
Re Scan Log 98
Returned ID Cards Sent To DMAS 99
Return Letter 1 100
Return Letter 2 101
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First Health

Services Corporation.

A Coventry Health Care Company

Dental No X-Ray

Recipient ID #

Recipient Name

Provider ID #

Provider's Last Name

Page 1 0f 1

Proprietary & Confidential
Revision Date: 01/2008

@ Coventry Health Care, Inc and affiliated companies. 2007, 2008, Al rights reserved

First Health

Services Corporation.

A Covenlry Heaith Core Company

Dental No X-Ray

Recipient ID #

Recipient Name

Provider ID #

Provider’s Last Name

Proprietary & Confidential Page 1 of 1
@ Coventry Health Care, Inc and affiliated companies, 2007, 2008, Al rights reserved Revision Date: 01/2008

Sample No X-Ray Form
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First Health

Services Corporation

A Coventry Heallh Care Company

Quality Control on Demand
Documents Not Found

DATE:

NAME: ‘

ICN Numbers Job Names

1.

2

3

10.

11.

12,

13.

14.

15.

16.

17,

18.

19.

20.

Proprietary & Confidential Page 1 of 1
@ Coventry Health Care, Inc and affiliated companies. 2007, 2008, Al ights reserved Revision Date: 01/2008

Sample Documents Not Found
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First Health

Services Corporation

A Coventry Heallh Care Company

Quality Control on Demand
Documents That Are Not Readable

DATE:

NAME: ‘

ICN Numbers Job Names

1.

2

3

10.

11.

12,

13.

14.

15.

16.

17,

18.

19.

20.

Proprietary & Confidential Page 1 of 1
@ Coventry Health Care, Inc and affiliated companies. 2007, 2008, Al ights reserved Revision Date: 01/2008

Sample Documents That are not Readable
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First Health

Services Corporation

A Coventry Heallh Care Company

Quality Control NN
Same ICN Number but Different Documents

NAME: ‘

ICN Numbers Job Names

1.

DATE:

2

3

10.

11.

12,

13.

14.

15.

16.

17,

18.

19.

20.

Proprietary & Confidential Page 1 of 1
@ Coventry Health Care, Inc and affiliated companies. 2007, 2008, Al ights reserved Revision Date: 01/2008

Sample Same ICN Number but Different Documents
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Services Corporation
A Coventry Health Care Company

ID Cards Log

T Name # Canceled Re-lssue Total
Keyed
12

Proprietary & Confidential Page 1 of 1
@ Coventry Health Care, Inc and affiliated companies. 2007, 2008, Al ights reserved Revision Date: 01/2008

Sample ID Cards Log
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First Health

Services Corporation.

A Coventry Health Care Company

Special Batch

For:

From:

Date:

Document Type:

From Whom at DMAS:

Please give me the reference number(s) of this/these document(s) and place in a Blue Folder.

Document Control Numbers:

Proprietary & Confidential Page 1 of 1
® Coventry Health Care, Inc and effiliated companies. 2007, 2003 All rights reserved Revision Date: 01£2008

Sample Special Batch Log
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First Health

Services Corporation.

A Coventry Health Care Company

Priority Batch

For:

From:

Date:

Document Type:

From Whom at DMAS:

Please give me the reference number(s) of this/these document(s) and place in a Blue Folder.

Document Control Numbers:

Proprietary & Confidential Page 1 of 1
® Coventry Health Care, Inc and effiliated companies. 2007, 2003 All rights reserved Revision Date: 01£2008

Sample Priority Batch Log
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First Health
Services Corporation.
A Coveniry Health Core Company
Category Il Check Log
Check # Name ProviD Check Amt Check Dte Reason DP Fin DMAS
I
I
I
Proprietary & Confidential Page 1 of1
® Coventry Health Care, Inc and affiiated companies. 2007, 2008. All rights reserved. Rewision Date: 01/2008

Sample Category Il Check Log
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First Health
Services Corporation.
A Coveniry Health Core Company
Category lll Check Log
Check # Name Check Amt Check Date Reason DP Fin DMAS
I
I
Proprietary & Confidential Page 1 of1
® Coventry Health Care, Inc and affiiated companies. 2007, 2008. All rights reserved. Rewision Date: 01/2008

Sample Category Ill Check Log
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First Health

Services Corporation

A Coventry Heallh Care Company

TDO ECO Tracking Log

DATE:

TDO Batch Number ECO Batch Number

Proprietary & Confidential Page 1 of 1
@ Coventry Health Care, Inc and affiliated companies. 2007, 2008, Al ights reserved Revision Date: 01/2008

Sample TDO & ECO Tracking Log
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First Health
Services Corporation
A Coventry Health Care Company ; " . " "
Medicaid Mail Control Missing Number Log
DATE RECEIVED: JULIAN DATE:
Number Type Number Type Number Type
Proprietary & Confidential Page 1 of 1
® Coventry Health Cane, Inc and affiliated companies. 2007, 2008, All rights reserved Revision Date: 0142003

Sample Medicaid Mail Control Missing Number Log

Confidential and Proprietary
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Services Corporation
A Covenlry Health Care Company
Rescan Log
Batch Numbers
Date .
First - Last
Proprietary & Confidential Page 1 of 1
@ Coventry Health Care, Inc and affiliated companies. 2007, 2008, Al ights reserved Revision Date: 01/2008

Sample Re-Scan Log
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First Health

Services Corporation

A Coventry Health Care Company

Returned ID Cards Sent to DMAS

SENDER TODAY'S
NAME: DATE:

Category Quantity

1. | Exceed Amount for Re-lssue

2. | ID Cards with Attachment

3. | ID Cards with Attach Instructions

4. | Tom ID Cards

5. | Other
Proprietary & Confidential Page 1 of 1
@ Coventry Health Care, Inc and affiliated companies. 2007, 2008, Al ights reserved Revision Date: 01/2008

Sample Returned ID Cards Sent to DMAS
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Commonwealth of Virginia

Department of Medical Assistance Services

Dear Provider:
The attached claim(s) is'are being returned for the following reason (s):

MISSING OR INVALID RENDERING AND/OR BILLING PROVIDER NUMBER(S)
MISSING OR INVALID PROVIDER QUALIFIER
AUTHORIZED SICNATURE/DATE MISSING

BILLING INFORMATION NOT CONFINED TO AVAILAELE SPACE
DATA NOT ALIGNED

TOO MANY CLAIM LINES
ILLEGIBLE OR MISSING CHARGE
INVALID PRIMARY CARRIER AMOUNT

INSUFFICIENT INFORMATION FOR PROCESSING (Each block musthe
completed properly. See billing instructions)

CLAIM SUBMITTED ON AN OBSOLETE FORM
NOT A MEDICAID CLAIM

DOCUMENTATION NOT RECEIVED TIMELY.
CLAIM DENIED (Flease resubmit claim with documentation)

DOCUMENTATION NOT RECEIVED TIMELY.
PAYMENT REDUCED (Flease resubmut as an adjustment wath documentation)

INVALID TRANSMISSION CODE
(Referto ADA 1994 hilling instructions for block 3)

INVALID REVENUE CODE (4 digit code 033{X)

ENTER ALL CLAIM INFORMATION IN BLACK INK ONLY
(Including comments)

PRINT IS TOO LIGHT FOR IMAGING OR SCANNING
CARBON COPIES ARE NOT SUITABLE FOR IMAGING OR SCANNING
FONT SIZE TOO SMALL FOR IMAGING OR SCANNING (recommend Sans enf 10)

MARGINS NOT ALIGNED PROPERLY - DOES NOT MATCH ORIGINAL CLAIM FORM
(Downloaded forms from the DMAS wehsite should be printed at 10094, actual size and no page scaling)

ILLEGIBLE INFORMATION

ENTER THE LEGACY PROVIDER NUMBER IN THE SHADED AREA IN ELOCK 24 IJWITH THE QUALIFIER 1D IN 241 .
ADD QUALIFIER AND LEGACY PROVIDER NUMBER IN 33B. NPIs ARE NOT ACCEPTED UNTIL 3/26/07.

PA REQUESTS NEED TO BE SUBMITTED TO THE APPROPRIATE ORGANIZATION, SEE PROVIDER MANUALS/MEMOS

OTHER

Please return the corrected clams for processing
Fiscal Agent, VIMAP

Tech Diate
Rev 02/16/07

Sample Return Letter 1
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Commonwealth of Virginia

Department of Medical Assistance Services
Dear Provider:

The Department of Medical Assistance Services and First Health Services has recently implemented an imaging system
for the processing of Medicaid claims in Wirginia. Processors of large volumes of documents such as Medicaid claims
commaonly use this new technology.

In order for the claims process to worlk efficiently, the “Wirginia Medicaid Frogram requires the submission of claims with
information clearly written by hand or computer generated and of quality that provides easy readability. The claims are
considered to be acceptable or "clean claims” if they are original claim forms, clearly wrntten in blue or black ink or
computer generated, preferably with red drop out ink for UB32 and CMS 1500 claim forms. These guidelines will ensure
the timely processing of your claims by First Health

Electronic billing is a fast and effectve way to submit Medicaid claims. Claims will be processed faster and mare
accurately because electronic claims are entered into the claims processing system directly. Please contact us at the
following number or email addrass about the options available to submit vour claims electronically. Contact the EMC/EDI
Department at §88-829-5373 Option 2 or e-mail us at EDIVIMAP@fhsc.com for more information. Ve also have the file
specifications for the ChMS-1500 and UB92 and Provider User Manual on our wieb page http:/virginia fhsc.com.

The attached claimi{s) can not be processed for the following reason{s):

The claims are not “clean” originals. Flease complete an orginal "clean” claim form and returm to
us for processing. The recommended font size is Sans Senf 12. Margins must be the same as the
original (for computer generated claims) and information must-line up correctly in each locator

Mo procedure code descriptions, no administration times, no stamping, no stickers, no carbon copies,
no faxes and no scotch tape.

The claims are not printed in blue or black ik Flease send a new fiorm with the claim information printed
in blue or black ink

The print from your computer is too light to be scanned and keyed comrectly. Flease verify the
settings on your printer, reprint the claims darker, and resubmit your claims for processing.

Other _ COMMENTS INTERFERES WITH PROCESSING OF THE
DATA TO BE KEYED.

Wye apologize for any inconyenience this has caused. Please send corrected claims to First
Health Services for processing.

Customer Service Unit

Rev 07/06

Sample Return Letter 2
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